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Ortho=-Prosthodontic Approach | 


to MOUTH REHABILITATION 


JEROME M. COLTUNE, D.D.S., Philadelphia 


DIGEST 

This article challenges the belief 
that in persons past teen age 
orthodontic procedures are im- 
practical. The repositioning of 
malposed teeth is quite often the 
only means of obtaining proper 
biomechanical functional forces 
for periodontal maintenance. 

The general practitioner who 
lacks complete knowledge re- 
garding orthodontic procedures 
should not attempt to treat this 
phase of a complicated case al- 
though some of the simpler cases 
can be successfully treated by 
any dentist. Many times ortho- 
dontics is only a step in occlusal 
reconstruction but makes the out- 
come of the completed case dra- 
matic and well worth the effort 
involved. 


Psychologic Considerations 
Adult mouths requiring orthodon- 
tic intervention may be divided into 


two classes which quite often overlap: | 


(A) esthetic, and (B) functional. The 
two classes will be considered to- 
gether. 

Adult Persuasion Usually Unneces- 
sary—When an adult is convinced 
that an oral deformity can be cor- 
rected by orthodontic measures, per- 
suasion of any kind is usually unnec- 
essary. Human beings are usually 
amenable to suggestions regarding 
improvement of appearance. However, 
it is always wise to stimulate the wish 
for treatment and to have the demand 
come from the patient. 

Appliances Inconvenient—In any 


538 


circumstances orthodontic appliances 
are an annoyance and the older the 
patient the less tolerant he is of for- 
eign bodies in the oral cavity. Unless 
the patient’s desire for treatment is 
firm he may discontinue treatment be- 
fore completion. The’dentist must then 
restimulate the wish for corrective 
treatment. This consideration is es- 
pecially true in purely functional cases 
where anterior teeth are not involved. 

Benefits Described—lt is the auth- 
or’s policy to present the benefits to 
be derived from the proposed changes 
and then let the matter rest. The pa- 
tient is usually surprised to learn that 
tooth movement can be accomplished 
at his age when he has probably been 
told many times that it is not feasible. 

Psychology Important in Treat- 
ment—It is disheartening to have to 
discontinue a case before completion. 
Since movement of adult teeth is not 
accomplished as readily as that of 
children’s teeth, the danger of the pa- 
tient becoming impatient always ex- 
ists, especially when the reason for 
treatment is better functional tooth 
alinement, with or without follow-up 
reconstruction. For this reason the 
psychology involved in treatment is 
as important as the appliance used. 


General Considerations 
Some reconstruction is almost im- 
possible without repositioning the 
teeth. Once a person is physiologically 
past the age of growth and develop- 
ment, all orthodontic movement is a 
compromise and should be planned 
as such. Any attempt at arch expan- 
sion or major tooth movement will 


result in failure and collapse. This is 
a basic orthodontic concept. 

A mouth that might be completely 
corrected by orthodontic means in a 
young person may require a combina- 
tion of orthodontia and reconstruc- 
tion in the adult. 

Extraction Often Indicated—So 
that the result can be obtained with 
minimal tooth movement and as 
quickly as possible, extraction in 
adults is often indicated. Speed (with 
caution) is essential when dealing 
with adults and most of the present 
controversy over extraction in ortho- 
dontics is concerned with the growing 
child. 

Contraindications—Thyroid and 
parathyroid cases should be discour- 
aged unless the glandular condition 
is under control. (1) Neurotic per- 
sons, and (2) addicts of clamping and 
bruxism are poor risks because of the 
temptation to tamper with the appli- 
ance and the danger of periodontal 
collapse from poor oral habits. 

Bone Support Important—Although 
the age factor is inversely proportion- 
al to the allowable amount of overall 
movement, the existing bone support 


of the teeth is of prime importance 


at any age. It would be preferable to 
treat an older patient with a favorable 
periodontal outlook than a younger 
person with an unfavorable support- 
ing structure. 

Repositioning of Teeth—Miller' 
has mentioned the necessity of reposi- 
tioning teeth for biomechanical func- 
tion and this measure has proved it- 
self clinically many times. 

A detailed analysis of the stresses 
transmitted to the alveolar bone has 


1Miller, S. C.: Textbook of Periodontia, Phila- 
delphia, The Blakiston Company, 1944, p. 66. 
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2. Treatment appliance for Case I. 


Diastema between upper centrals due 
of immediate replacement of missing lateral. 


4. Case 1, 


to lack &, Appliance in position. 
com pleted. 


been accomplished by Maxwell? in 
which he shows the tremendous forces 
that the alveolus must accept when 
teeth are out of alinement. 

Changes in Vertical Dimension—1. 
It is sometimes necessary to make 
changes of a permanent nature in ver- 
tical dimension when reducing flaring 
anterior teeth which are malposed be- 
cause of posterior collapse. In some 
cases of this nature lip pressure alone 
will effect treatment, once the vertical 
dimension is reopened. 

2. A careful analysis of the pa- 
tient’s true centric relation, vertical 
dimension, and position of physio- 
logic rest® is of utmost importance. 


“Maxwell, George H.: Physical Principles Un- 
derlying Peridental Trauma, Illinois Dent. J. 
8:48 (Feb.) 1939. 

“Thompson, John R.: The Rest Position of the 
Mandible and Its Significance to Dental Science, 
J.A.D.A. 33:151-180 (Feb.) 1946. 


DECEMBER 195] 


3. Rest position may also be in- 
fluenced by habits which have over- 
worked the muscular group control- 
ling mandibular closure and corres- 
ponding weakening of the depressor 
group. Conditions of this type will 
tend to mislead the operator. 

Selection of the Appliance—The 
design of the appliance will be limited 
by (1) the patient’s tolerance, and 
(2) the operator’s knowledge. The 
author finds the resilient type safer,*,° 
and more in harmony with adult bone 
metabolism than those applying posi- 
tive initial movement, such as the 
edgewise types. 

Anterior display should be kept at 


4Griffen, Fdm.: Technique of Resilient Arch 
Assemblage, Newark. N.J., Alpine Press, 1930. 

5Johnson, Joseph E.: The Treatment of Dif- 
ferent Types ot Malocclusion with the Twin- 
Wire Mechanism, Am. J. Orthodontics 27:289- 
307 (April) 1941. 


a minimum. When it is possible, a 
lingual arch should be used in pref- 
erence to the labial.* Because patients 
cannot withdraw from society during: 
treatment, appearance is important. 
Sometimes removable appliances 
which are not generally advisable for 
children will solve the problems of 
esthetics, temporary vertical change, 
and ease of operation. 


Retainers 

1. In cases where teeth are jumped 
retainers are usually unnecessary. In 
the posterior section the inclined 
planes of cusps will maintain the new 
tooth position. In the anterior seg- 
ment the overbite will provide suff- 
cient retention if the movement has 


6Oliver, Irish Wood: Labio Lingual Arch 
Technique, St. Louis, C. V. Mosby Co., 1941. 
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- 5. Case 2. Cross bite relationship of 


correction. 


second molar teeth before and after 


been one of changing a Class 3 to 
normal relationship. 

2. When reconstructive procedurés 
are to follow orthodontia, retentive re- 
quirements will be inversely propor- 
tional to the alveolar support. At 
times it is advisable to leave the orig- 
inal appliance in place as a retainer. 

3. Temporary crowns can be tied 
in to the arch wire with ligatures, or 
if weakened support makes the tension 
more critical, the same type of attach- 
ment employed on the original band 
can be embedded in an acrylic tempo- 
rary crown, or soldered to a tempo- 
rary casting, thereby stabilizing the 
prepared teeth. 

4. Modifications of the Hawley 
type retainer’ are also employed and 
worn for as long a period of time as 
the case demands. When vertical di- 
mension changes, or a reduced anter- 
ior overbite is desirable, a combina- 
tion of the bite plane with a Hawley 


retainer can be used successfully in 


some cases. A transparent acrylic re- 
tainer as suggested by Sved® may be 
a convenient choice. 

d. If fixed bridges are to be em- 
ployed following orthodontic proced- 
ures, multiple abutments and as much 
splinting as possible are desirable. 
The more rigid the fixation the better. 

6. Occlusal surfaces should be 
covered in order to equalize distrib- 


7Salzmann, J. A.: Principles of Orthodontics, 
Philadelphia, J. B. Lippincott Co., 1943. 

8Sved, Alexander: Changing the Occlusal 
Level and a New Method of Retention, Am. J 
Orthodontics 30:527-535 (Oct.) 1944. 
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ution of stress, as advised by Tyl- 
man.® Equilibration and balancing of 
occlusion is of prime importance in 
any type of case.'° Biomechanical 
laws must be observed, especially if 
the vertical dimension has been re- 
opened. 


Case Reports 

Case 1—Female, age 26. Diastema 
between the centrals was caused by 
lack of immediate replacement of the 
lateral incisor after its removal. 

Contraindications: A mesially over- 
built porcelain jacket on the left cen- 
tral would be unesthetic and possibly 
invite pulp involvement during prep- 
aration. The replaced lateral would 
be small and completely out of har- 
mony with the overbuilt central. 

Treatment: The simple appliance 
shown in Figure 2 tipped the left cen- 
tral to normal contact in less than one 
week. Bodily movement was unneces- 
sary and is never attempted in adults 
whenever tipping movement will suf- 
fice. 

The wires attached to the acrylic 
denture are round. Rotation during 
movement is prevented by the labial 
wire and the patient’s lower teeth, giv- 
ing a railroad track effect. The activ- 
sting wire must have extremely light 
spring action. The appliance acted as 


*Tylman, S. D.: Theory and Practice of 
Crown & Bridge Prosthetics, St. Louis, C. V 
Mosby Co., 1940, p. 216. 

Coleman, Robert E.: Equilibration of Oc- 
clusion in Orthodontics, Am. J. Orthodontics 
34:791-811 (Oct.) 1948. 


a retainer while a fixed bridge was 
constructed which replaced not only 
the lateral incisor, but also the miss. 
ing first bicuspid (Fig. 4). 

Case 2—Male, age 24. If overbite 
of offending teeth is not too severe, 
correction is comparatively simple 
and will save teeth that would everitu- 
ally be lost due to traumatic maloc- 
clusion. 

Treatment: Bands were placed on 
teeth to be moved. A hook was sol- 
dered on the buccal gingival surface 
of the upper from which a small 
elastic was run to a hook soldered 
on the lingual gingival surface of the 
lower. The hooks are placed to draw 
the teeth mesially or distally accord- 
ing to case requirements. 


Inclined Planes Must be Retained: 


Grinding may be necessary during 
the course of movement but the in- 
clined planes must not be destroyed 
as they will be the factors in maintain- 
ing the re-established occlusion. An 
exceptionally deep overbite in this 
area will indicate necessity for a tem- 
porary vertical dimension splint on 
the opposite side to prevent serious 
trauma to these teeth during move- 
ment. 

Case 3—Female, age 40. The pulp 
and periodontal membrane of the 
upper left first bicuspid were in- 
volved and the removal of the tooth 
was indicated. The left central incisor 
presented the remains of a silicate res- 
toration and there was recurrent car- 
ies on almost the entire distal surface. 
The patient reported a number of un- 
successful attempts at restoring this 
tooth because of the position of the 
adjacent lateral (Fig. 6). A porce- 
lain jacket preparation for the cen- 
tral would also be impossible. 

Treatment: In this case treatment 
planning involved not only orthodon- 
tia but increasing vertical dimension 
and complete posterior reconstruc- 
tion. Part of the space created by re- 
moval of the bicuspid was utilized 
and the cuspid was moved distally 
about 2 millimeters to afford room to 
bring the lateral incisor into normal 
position. 

Figure 7: The much more favor- 
able position obtained by simple or- 
thodontics is shown. Note also the 
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condition of the distal surface of the 


central incisor which was later treated 
and restored. The appliance is: of the 
same basic principle as used in Case 
1. The band on the upper left cuspid 
carries a small hook on the distal sur- 
face. | 
Wire Pressure: The patient was 
taught to engage the 25-gauge finger 
spring on the hook and it provided 
the distal drive. The wire which runs 
over to the lateral incisor was utilized 
to exert lingual pressure on the later- 
al after sufficient room was created. 
As no maxillary molars were present 
the clasps were placed on the bicuspid. 
Orthodontic time, three months. 
Case 4—Female, age 35. This pa- 
tient had been told that she was hope- 
lessly past the age for orthodontic 
treatment. The fractured incisal angle 
on the upper left central (Fig. 8) is 
quite common in cases of upper anter- 
ior protrusion. Notice also the 
crowded lower anterior teeth and the 


cross bite relation of the second right stead of one. Orthodontic time, one 


bicuspids. 

Treatment: The upper left first bi- 
cuspid was removed"! and a Johnson 
appliance inserted. The upper left 
cuspid, lateral, and central were 
moved distally and lingually. The 
upper right center and lateral were 
rotated and moved lingually. The 
cross bite was corrected, the right 
bicuspid and cuspid were moved dis- 
tally, and the crowding of the lower 
anterior teeth was corrected (Fig. 9). 

Figure 10: Change in overjet is 
shown. Note also the lower right 
third molar which is present in the 
treated case. This tooth was unerupted 
because of the lack of room in the 
mandible. However, when mesial 
movement of the second molar was 
instituted, the third erupted unevent- 
fully. The patient now has two func- 
tioning molars in the lower jaw in- 

11Johnson, Joseph E.: Use of the Twin-Wire 
Mechanism in the Treatment of Cases in Which 


Extraction is Indicated, Am. Orthodontics 
33:582-596 (Sept.) 1947. 


year. The next phase in this case was 
prosthetic vertical dimension change 
combined with splinting of the poster- 
ior teeth. 

Case 5—Female, age 22. The mal- 
occlusion shown in Figure 11 is not 
a true Class 3. This is an important 
diagnostic factor in treating cases of 
this type. Note also the gingival con- 
dition and caries of the anterior 
teeth. The latter caused pulp involve- 
ment of three upper anterior teeth. 
The former was due to the existing 
malocclusion and poor oral hygiene. 

Treatment: After prophylaxis, the 
patient was taught proper tooth brush 
routine and root canal therapy on the 
pulpally involved teeth was perform- 
ed. Fixed appliances were placed on 
both jaws and orthodontic movement 
activated. Coil-spring force and elas- 
tic traction brought the upper anteri- 
ors labially. The lower anteriors were 


tipped lingually. 


6. Case 3. Mesially tilted upper lateral incisor overlapping %, Case 4. Before treatment with Johnson bands in posi- 


distal third of central. 


6 Case 3. Treated with appliance in position. 
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tion. 


9.Case 4. Completion of orthodontic phase. 
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10. Right side, Case 4. Before and after treatment. 


Figure 12: Note the pleasing ap- 
pearance obtained following ortho- 
dontic treatment and porcelain jacket 
restorations of the pulpless teeth. Or- 
thodontic time, seven monchs. 


Case 6—Male, age 42. The anterior 
spacing shown in Figure 13 was cre- 
ated by excessive posterior wear and 
aggravated by a clamping habit. Two 
thirds of the alveolar support of the 


upper anterior teeth were destroyed. 
As expected, these teeth were quite 
mobile. There was also excessive wear 
on the lingual surfaces of these teeth 
which took place before the loss of 
bone permitted them to extrude. ‘The 
wear facets on the posterior teeth 
forced the patient to close in protru- 
sion which further aggravated the 
condition. 

Treatment: Vertical dimension was 
increased with metal splints and true 
centric relation was re-established. 
The upper anterior teeth were moved 
lingually into position with a John. 
son appliance as shown in Figure 14. 
Elastic traction ran from the Johnson 
hooks to hooks soldered directly on 
the splints. The casting on the upper 
left cuspid is of a temporary nature. 
Orthodontic time, two months. 

Vertical Dimension Maintained: 
The lower posterior teeth were then 


1. Case 5. Anterior view before treatment. 13. Case 6. Before treatment. 


12, Case 5. Treatment complete. 
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14, Case 6. After vertical correction and orthodontic 


changes. 
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15. Case 7. Before and after orthodontic and reconstructivet 


16, Case 7. Lateral view. 


prepared and received splinted cast 
gold veneer crowns, maintaining the 
established vertical dimension. The 
upper anterior teeth were prepared 
and received the same _ treatment, 
splinting the entire section to the cus- 
pids. 

Case 7—Patient female, age 35. In 
the author’s opinion it is impossible 
to obtain a satisfactory functional re- 
sult in an adult case of this type with- 
out the combination of orthodontics 
and reconstruction. The difference be- 
fore and after treatment is clearly 
shown in Figure 15 (occlusal view) 
and Figure 16, left lateral view. Since 
the right lateral section is virtually the 


same as the left, photographs of the 
right side have been omitted. The 
malposition of the upper and lower 
bicuspids are not only unsightly, but 
also a forerunner of alveolar destruc- 
tion. 

Treatment: Large compound restor- 
ations with defective margins, and re- 
current caries were present in every 
posterior tooth. By cutting the approx- 
imal surfaces of these restorations 
space was obtained and the upper bi- 
cuspid teeth were brought into proper 
position. The treated case shows the 
difference in alinement after ortho- 
dontia and the insertion of properly 
constructed replacements. The old de- 


We Can’t Pay You, But-— 


No DENTAL AUTHOR can ever be paid 
for a valuable technical or scientific 
article. The value of such material is 
above a monetary basis. In the prep- 
aration of a technical article, how- 
ever, an author often spends money 
for drawings, photographs, models, 
or graphs. We should like to help 
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defray some of these _ expenses. 

Until further notice, DENTAL Dt- 
cEsT will allow $25.00 toward the 
cost of the illustrations provided by 
the author of every article accepted. 

If you have a constructive idea, an 
innovation, a new result of tried and 
proved experiment, put it down in 


fective restorations were replaced by 
hard gold inlays. The replacements 
in the lower jaw are of a fixed nature. 
Correction Permanent: Periodon- 
tal disease which was beginning to de- 
velop when the case was presented for 
treatment has not progressed to any 
extent, and all teeth are firm after 
thirteen years of regular observation. 
Appliances used were of a fixed nature 
with the exception of the Hawley type 
removable anterior bite plane which 
gave vertical clearance while the bi- 
cuspids were moved into position. 
Orthodontic time, eight months. 


1930 Chestnut Street. 


writing, illustrate it, and send the 
material to: DENTAL Dicest, 708 
Church Street, Evanston, Illinois. 
We can make suitable black-and- 
white cuts from Kodachrome trans- 
parencies. | 
We hope that you will accept this 


invitation! 
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Dental Treatment 


of the CEREBRAL PALSIED CHILD 


AARON A. MOSS, D.D.S., Bernardsville, N.J. . 


1, Instrumentarium: (1) Denhardt mouth prop. (2) Molt’s mouth prop. (3) 
McBride finger protector. (4) Large wood wedge (designed by author). (5) 
Small wood wedge (designed by author). (6) De Pass rubber mouth prop 
(large size). (7) De Ford mouth prop. (8) Rubber mouth prop (child’s size). 


DIGEST 

This article stresses the impor- 
tance of establishing a confident 
and friendly relation with the 
cerebral palsied child to be treat- 
ed. Because of lack of muscular 
control and exaggerated nervous 
reactions these children are es- 
pecially difficult to hold in posi- 
tion while undergoing dental 
treatment. The means the author 
has found in his own experience 
to be best adapted to this purpose 
are discussed in detail. The in- 
struments used and the proce- 
dure followed are described. 


Problem of Treatment 

The dental care and dental treatment 
of cerebral palsied children present 
a special challenge to the dental pro- 
fession for the following reasons: 

1. Many of the children present an 
emotional problem, particularly those 
who are at home with their families 
in contact with unhandicapped chil- 
dren and adults. 

2. Many of them have speech or 
hearing difficulties and at times are 
completely deaf, or dumb, or both. 

3. They have no control of their 
flow of saliva and some of them drool 
continually. 

4. They cannot control their mus- 
cles so that their heads and bodies 
are in constant motion with their 
heads uncontrolled against the head- 
rest of the dental chair. 

Exaggerated Reflex Reaction— 
Many of these children go into a mo- 
mentary spasm with the slightest 
stimulus, such as contact with the ex- 
tremity or the slamming of a door. 
Because of the lack of muscular con- 
trol their jaws, when open, may sud- 
denly snap closed and injure the op- 
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erator’s fingers or themselves. At 
other times their jaws are so tightly 
clenched that it is impossible to force 
them open without special means. 
Complicating Factors—The handi- 
caps described are further compli- 
cated by the fact that because of the 
heavy medication which they must 
take and because of their inability to 
apply their own oral hygiene, these 
children have a somewhat higher in- 
cident of dental disturbance, frequent- 
ly including periodontal conditions. 
Many of the children, because of jaw 
rigidity, have flatly ground teeth, 
characteristic of bruxism. 


Two Phases of Treatment 

The dental care of cerebral palsied 
children is on two levels, (A) pre- 
ventive, and (B) corrective. 

Preventive Treatment—Periodic 
examinations should be made and 
prophylaxis should be done. Manuel 
M. Album! recommends periodic ap- 
plications of 2 per cent sodium fluo- 
ride as outlined in the technique sug- 
gested by the U.S. Public Health 
Service. 

In cases of periodontal disturbance 
it is particularly important to follow 
strict oral hygiene. Frequently, the 
attending nurse, or parent, as the case 
may be, must take complete responsi- 
bility for daily care, including tooth 
brushing. 

Frequent examinations are not only 
important as preventive measures but 
they serve to make an opportunity for 
dentist and patient to become ac- 
quainted, thereby relieving some of 
the child’s emotional tension. 

Importance of Winning Confidence 
—The author has on several occasions 
entertained the children at the Walter 
Matheny School by playing the violin, 
SAlbum, Manuel M.: Why Dentistry for 


Cerebral Palsy, J. Dent. Children 27:2nd quar- 
ter, 1950. 


2. Patient is seated in lap of the at- 
tendant with legs between the knees 
of the attendant and the patient’s 
hands restrained by the hands of the 
attendant. 

3%. Position of head is slightly above 
shoulder level of the attendant and to 
one side. It is held firmly in place by 
the hands of the assistant. 

4. Prying wood wedge between teeth 
to force opening. 
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singing, and leading them in group 
singing. This is not a procedure that 
could be followed in most instances 
but it indicates one means of lesen. 
ing emotional stress by being ac. 
cepted by the children as a frienci. 

Corrective Treatment—This phase 
of treatment will not be discussed as 
it should equal the high standards of 
children’s dentistry commonly prac- 
ticed. The method of controlling and 
handling the cerebral palsied child, 
however, is a phase of dentistry which 
at present is not generally presented 
in the dental literature. 


Preparation for Treatment 

Premedication has proved highly 
successful in the author’s experience. 
The drug of choice is seconal® with 
a dosage of 34 grain to 3 grains de- 
pending on the age and size of the 
child. There are some cases where, 
because of necessary daily medica- 
tion, as much as 6 and 8 grains of 
seconal have almost no depressant ef- 
fect. 

Establishment of Optimal Medica- 
tion—Through trial and error with 
each individual child, the optimal 
dose for each can be established. This 
information, together with the time 
required for satisfactory results, 
should be recorded on the child’s 
dental record. 

Several Assistants Required—The 
proper seating of the patient in the 
chair and the maintenance of the po- 
sition for the length of time necessary 
to complete the dental service is the 
most difficult problem in treatment 
of the children. Sometimes three 
others in addition to the dentist are 
required: 1. An attendant on whose 
lap the child is seated and who has 
the responsibility of controlling the 
child’s body, arms, and legs. 2. An 
assistant to hold the child’s head and 
to maintain the mouth prop and 


5. Inserting De Ford prop into space 
created by wood wedge. 

G. Replacing De Ford prop with the 
Denhardt mouth prop. 

7. Denhardt mouth gag in position 
gives excellent view of working field. 
The prop is held in place by the hands 
of the assistant who also holds the 
head firmly in position. 
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8. McBride finger guard affords flexi- 
bility and free finger and permits the 
use of the index finger in the mouth. 


clamps in position; to keep the jaws 
open to prevent them from snapping 
shut. 3. An assistant or chair nurse to 
assist the dentist with actual opera- 
tion in the mouth, such as (1) prep- 
aration of materials, (2) holding 
cotton roll in place, (3) keeping the 
tongue out of the field of operation, 
and (4) illumination (Fig. 10). 


Procedures 

1. Seating the Patient—li the pa- 
tient is an adult or grown child he 
can be seated in the dental chair in 
the conventional way. If the patient 
is a young child up to the age of 
fourteen, he must be seated in the 
lap of an attendant with his legs to- 
gether, placed in such a way that they 
can be held between the knees of the 
attendant. His hands should be 
grasped from above by the hands of 
the attendant. This will restrain the 
body, arms, hands, and legs and feet 
(Fig. 2). 

2. Maintaining Head Position— 
The patient’s head should be held 
against the chest of the attendant by 
an assistant who places one hand on 
either side of the face. The head 
should be held firmly to one or the 
other side of the attendant whichever 
is most convenient for the operator. 
If possible the head should be slight- 
ly above the shoulder so that it can 
be held in a position with the face 
upward (Fig 3). 

3. Opening the Mouth—lIt is often 
an extremely difficult problem to open 
the patient’s mouth, particularly in 
the athetoid or rigidity type of spas- 
tic case where the jaws are tightly 
clenched. The following steps may be 
taken: 

1. A wooden wedge especially de- 
signed by the author in two sizes, 
large and small, is used for this pur- 


pose (Fig. 1). While the head is firm- 


%. Conditions permit a high quality of 
dentistry. View showing how the body, 
head, and mouth are maintained with 
minimum strain to those concerned. 
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ly held by the assistant the dentist 
forces the pointed wedge between the 
teeth sufficiently to pry the teeth apart. 
With a slight turn a separation is 
made large enough to put a De Ford 
mouth prop into the mouth. 

2. The opening is widened enough 
to insert any one of the following 
props or gags: (1) De Pass rubber 
mouth prop, (2) Molt’s mouth gag, 
or (3) the Denhardt mouth prop. 

Use of Instruments: The two latter 
instruments are the ratchet type and 
remain open when set. They can be 
released by pressing a small lever. 

The mouth gags are held firmly in 


place by the assistant, using the same 
hand that holds the head in position. 
After the instrument is set and firmly 
in position the De Ford mouth prop 
may be removed. The mouth is now 
open and ready for dental treatment. 
With a little practice the entire pro- 
cedure can be accomplished in a few 
moments (Figs. 4, 5, 6, and 7). 
Restraint Necessary: With the prop- 
er restraining teamwork, the tension 
and difficulty in maintaining the nec- 
essary position of the child for dental 
treatment is well balanced and sus- 
tained with a minimum of fatigue to 
those involved. The danger of the jaw 
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snapping shut is eliminated when the 
mouth gag is held firmly in place 
against the side of the face by the 
assistant. 

Finger Guards: In the athetoid or 
rigidity type of spastic the rubber 
mouth props are not used, as they 
can be more easily dislodged. The 
McBride finger guard is frequently 
used (Fig. 8). This has three advant- 
ages: (1) The props and gag are 
eliminated, (2) flexibility of the 
guard permits movement of the index 
finger while it affords complete pro- 
tection to the fingers. A sewing thim- 
ble on the end of the finger may also 
be used for protection. 


General Considerations 
Proper illumination, retracting of 
the tongue, keeping the field of oper- 
ation dry usually requires the help 
of a second assistant, making a team 
of four people (Fig. 10). The time 
duration for keeping the patient re- 


FREQUENTLY occurring at an age when 
acne appears are focal infections in 
impacted and unerupted third molars 
and in tonsils. Especially in patients 
19 years of age and over, the third 
molars should be carefully x-rayed 
and examined. In older patients, pulp- 
Jess teeth should be held under sus- 


stricted depends on the individual 
subject but it is advisable to stop fre- 
quently and give both the patient and 
the operating team a rest. 

Use of Procaine—Although it is 
sometimes used, most children in their 
premedicated condition are able to 
tolerate drilling fairly well, making 
procaine unnecessary. At most, a child 
is never treated for more than twenty- 
five or thirty minutes at a time. In 
this length of time, with the technique 
described, it is possible to make from 
two to six deciduous restorations at 
a sitting or the same number in per- 
manent teeth. In general, as much as 
can be reasonably tolerated is accomp- 
lished at each sitting. 

Anesthetics in Minor Surgery—The 
author uses either procaine or a gen- 
eral anesthestic for minor surgery, 
such as extractions. Under a general 
anesthetic the most difficult child to 
control relaxes completely. Also, in 
their strongly premedicated condition 


Focal Infections and Acne 


picion. Other foci are rarely of 
importance. Many cures of long- 
standing acne can be attributed to 
careful search for and removal of foci 
of infection. In a series of 384 pa- 
tients studied, a foci of infection was 
found in 45 (11 per cent). Of these, 
the teeth were involved in 29 (64 per 


10. Crossing of the attendant’s legs 
is sometimes necessary to prevent tie 
patient’s legs from slipping out of 
position. Note the working team of 
four people required. 


the amount of anesthetic required to 
produce relaxation and surgical anes. 
thesia is relatively small. For this pur- 
pose the author uses nitrous oxide 
and oxygen, in combination with a 
synergist, such as ethyl chloride. For 
longer operations neurolene may be 
used as a synergist. A high per cent of 
oxygen, ranging from 20 per cent to 
90 per cent, is possible, eliminating 


danger of hypoxia and possible in- 


jury to the already impaired brain 
tissue. 


Conclusion 

Treatment of the cerebral palsied 
child is a challenge to the dental pro- 
fession and must be given special con- 
sideration because of his physical and 
emotional handicap. These children 
are lovable and sensitive and should 
be dealt with kindly. They sometimes 
cannot understand or hear what is 
said to them and it is difficult for them 
to communicate their thoughts; but 
they can easily read the moods and 
attitudes of other people and with a 
little patience the dentist can learn to 
understand their modes of communi- 
cation. 

The technique described, in addi- 
tion to kindness and patience, makes 
it possible to accomplish high. stand- 
ards of dentistry with safety and a 
minimum of strain for the patient and 
the dentist. 

20 Morristown Road. 


cent), the tonsils in 13 (28 per cent), 
and the sinuses in three (8 per cent) 
of the cases. 


From Journal of the American Med- 
ical Association 146:1111 (July 21) 
1951. | 
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Problem of 


“THE CLICKING JAW” 


V. E. IRELAND, M.B., B.S., L.D.S., East Grinstead, Sussex, England 


Dental Factors in Lesions of 
the Temporomandibular 
Joint 

A growing appreciation in recent 
years of the importance of dental fac- 
tors in the etiology of many lesions 
of the temporomandibular joint is re- 
sulting in the direction of these cases 
to the dental surgeon. 

The purpose of this paper is to con- 
sider more closely the symptoms 
which definitely accompany disorders 
of the temporomandibular joint, in 
an endeavor to show the mechanism 
of their production and indicate a ra- 
tional approach to their prevention 
and treatment. 


Symptomatology and 
Clinical Findings 

In a series of consecutive cases the 
patients may be grouped according to 
the following presenting symptoms: 

(1) Painless clicking during the 
opening phase. 

(2) Intermittent “locking” during 
which the opening is temporarily 
limited to about one fingerbreadth 
and usually accompanied by pain. 

(3) Limitation of opening with 
pain with a history of previous symp- 
toms. 

(4) Limitation of opening with 
pain without previous symptoms. 

(5) Clicking, or more accurately, 
jolting, at maximum opening and 
again at the beginning of the closing 
phase. 

(6) A combination of (1) or (2) 
with (5). 

Group 1—A typical patient in the 
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first group is in the late teens or early 
twenties with the following history: 
(1) The clicking began suddenly and 
spontaneously, or it came on after 
some injury. (2) The noise is quite 
often loud and may be audible to 
others as well as to the patient. (3) It 
usually occurs when the mouth is 
about half-way open, but it may oc- 
cur anywhere from quite early to al- 
most the end of the opening move- 
ment. (4) The patient is aware of a 
feeling of obstruction during the 
movement of opening, the click oc- 
curring as the obstruction is over- 
come. (5) The rest of the opening 
movement and the whole of the clos- 
ing movement are free of symptoms. 
(6) Careful palpation or ausculata- 
tion over the joint reveals that in 
addition to the loud noise during 
opening there is a faint click during 
the final 2 or 3 millimeters of the 
closing movement. 

Dental Features: In the majority of 
cases there is a deep overbite resem- 
bling that of Angle’s Class II Division 
2. Often some or all of the molars 
have been lost. In some cases with 
apparently well-formed dental arches, 
the first molars that have been lost 
early to obviate crowding appear to 
be responsible for the deep overbite. 
In an otherwise normal mouth there 
is sometimes a single dental factor, 
such as a misplaced tooth, which pre- 
vents the teeth coming together into 
their normal occlusal relationship. In 
nearly all except these last instances 
the freeway space is larger than nor- 
mal. 


Radiographic Description: The 
condylar head appears to be posterior 
to its normal position and there is a 
backward movement of the condyle 
as the mandible moves from the rest 
position into the position of occlu- 
sion. 

Clinical Feature: In this type of 
case if the teeth are prevented from 
coming into occlusion by placing 
something between them, as by a thin 
rod held across the upper arch in the 
cuspid region, the clicking is elimin- 
ated. 

Presence of Pain: When the click- 
ing has been present for a long time, 
especially in women of neurotic type, 
pain over the area of the joint may be 
a feature. 

Group 2--A patient in the second 
group presenting himself for the first 
time has the following complaints: 
(1) The jaw becomes locked, usually 
on waking, and for a time the mouth 
can only be opened a few millimeters. 
(2) He has severe pain over the 
affected joint which is made worse by 
attempts to open the mouth wider. 
(3) By making some maneuver of the 
jaw, often by pressure over the joint, 
the patient is able to “unlock” the jaw 
and restore normal movement. The 
pain and tenderness persist for a 
time. (4) In nearly all cases there is 
a history of clicking of the affected 
joint and when examined while the 
jaw is free the clinical findings are 
identical with those of the first group. 

Change in Symptoms: Sometimes 
the change in symptoms appears to 
have been spontaneous but more often 
there is a history of some trauma 
though this may have been slight: 
(1) A light blow on the chin, (2) 
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attempting to take a large bite of a 
hard apple, (3) the free gratification 
of an inclination to yawn or sneeze. 

Effect of Dental Extraction: Quite 
often there is a history of a recent 
dental extraction. This need not neces- 
sarily have been a difficult extraction 
of a lower molar, although that may 
well be the precipitating factor. On 
the contrary, when only one or two 
molars are in occlusion the loss of 
an upper molar may have a profound 
effect on jaw function and thus pre- 
cipitate symptoms. 

Group 3—Seen within a few days 
of the onset of symptoms a patient in 
the third group complains of the fol- 
lowing: (1) Continuous aching pain 
centered over the affected joint radi- 
ating down to the angle of the jaw 
and often also to the side of the head 
and to the ear; and occasionally to 
the mastoid region. (2) The opening 
of the mouth is limited to about one 
fingerbreadth which makes eating 
difficult as well as painful. (3) Usual- 
ly there is a history of painless click- 
ing for some months or years with 
recent episodes of temporary “lock- 
ing” which have become more fre- 
quent and increasingly difficult to 
“unlock.” On the last occasion the 
usual maneuver by which the patient 
was previously able to “unlock” the 
jaw, failed. (4) Examination reveals 
tenderness over the joint and often 
hyperesthesia over the temporal and 
parotid regions. 

_ Deviation of the Mandible: The 
limited opening which no longer 
causes any clicking is accompanied by 
deviation of the mandible to the af- 
fected side. Lateral movement of the 
mandible to the opposite side is 
limited and increases the pain while 
lateral movement toward the affected 
joint is usually full and without pain. 

Movement of the Condyle Ob- 
structed: There is clearly an obstruc- 
tion to the forward gliding movement 
of the condyle on the affected side. 
Careful observation of the teeth as 
they come into occlusion may reveal 
that this is accompanied by a lateral 
movement. 

Radiographic Description: X-rays 
show that the condyle, posteriorly dis- 
placed when the teeth are in occlusion, 
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as in Group 1 cases, does not move 
forward when the mouth is opened. 
It sometimes descends vertically for 
a short distance, the joint space re- 
maining appreciably wider than nor- 
mal. 


Type I Cases 

The Same Underlying Process—It 
is evident from this discussion that 
the symptoms of the first three groups 
correspond to the first, second, and 
third stages of the same underlying 
process. Together they constitute 
what will be called Type 1 cases. It 
should be noted that although Type 1 
cases usually go through all three 
stages they occasionally start at the 
second or even at the third. In the 
latter event it becomes extremely diff- 
cult to distinguish the case from one 
belonging to Group 4. 

Group 4—1. Symptomatically 
Group 4 cases are similar to those of 
Group 3 but they are usually distin- 
guishable by the absence of (1) his- 
tory of clicking, and (2) abnormali- 
ties of either teeth or jaws. Except for 
the limited forward gliding of the con- 
dyle on the affected side and some 
widening of the joint space there is no 
radiographic abnormality. 

2. The pain, which is severe, is 
sudden in onset, usually while eating 
or following a severe blow on the jaw. 
There may be slight swelling over the 
affected joint. Another distinctive fea- 
ture of the Group 4 cases is the ten- 
dency to settle down spontaneously 
after a few weeks, leaving no abnor- 
mality. 

Group 5—Patients in this group 
experience what may be described as 


a jolt of the mandible sometimes ac- 
companied by a noise which is more 
of a hollow knock than a click, just 
as the maximal opening is reached 
and again as the closing moveme:t 
commences. It is usually bilateral and 
the “jolts” on the two sides are not 
quite synchronous but follow one an- 
other in rapid succession so that the 
mandible is seen to perform a small 
jerk to one side and then back to the 
midline. | 

Test Ineffective: The simple test 
which eliminates clicking in the Type 
1 case is without effect. Pain is not 
usually a feature of these cases and 
many patients are unaware that their 
jaw movement is abnormal. 

No Radiographic Distinction: The 
jaw movement in these cases is indis- 
tinguishable from the normal move- 
ment in which the condylar head rides 
well on to the antero-inferior surface 
of the articular eminence when the 
mouth is fully open. 

Clinical Distinctions: The fourth 
and fifth groups are seen to be clin- 
ically distinct from each other and 
from the Type 1 cases and will be 
called Types II and III respectively. 

Group 6—In this group cases in 
which the symptoms of either the first 
or second group are combined with 
those of the fifth are not uncommon. 
They possess most of the clinical fea- 
tures of the Type 1 case and run a 
similar course. 


The Mechanism of Clicking 

Structural Features—In its simplest 
terms the temporomandibular articu- 
lation is a hinge joint in a movable 
socket; the fibro-cartilaginous disc is 


2. Intermittent “locking” 


Original Six Groups 
_ 1. Painless clicking during opening phase -.1st stage 


2nd stage 


6. Combination of 5 with 1 or 2 


3. Limitation of opening with pain with 
history of previous symptoms 


Type I 
3rd stage 


4, Limitation of opening with pain without 
history of previous symptoms 


Type II 


5. Click or jolt occurring at maximum opening 
and again as closing phase begins 


Type III 


Types III and I 
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attached firmly to the condyle at its 
poles so that normally it follows the 
condyle in all its movements and al- 
lows only a simple hinge movement 
to occur in the lower compartment of 
the joint. 

Fibro-cartilaginous Disc: The up- 
per surface of the disc articulates with 
the postero-inferior surface of the ar- 
ticular eminence. It is only the thin 
central part of the disc which is con- 
cerned in withstanding such pressure 
as is transmitted to the joint during 
biting and chewing. Behind and above 
this thin central part the disc is thick- 
ened and softer, forming a cap on the 
condyle. Behind this thickening the 
disc thins rapidly and is blended with 
the capsule. Below and anterior to the 
thin central part there is another less 
well-marked thickening of the disc to 
which part of the lateral pterygoid 
muscle is inserted through the capsule. 

Forward Gliding Movement Per- 
mitted: The capsule allows consider- 
able free forward gliding movement 
in the upper joint compartment dur- 
ing which the condyle rides not only 
on to the summit of the eminence but 
often some distance on to its antero- 
inferior aspect. Some rotation of the 
condyle about its vertical axis and 
some lateral movement, the Bennet 
movement, is also possible. 

Movement in Opening the Mouth— 
The normal movement in opening the 
mouth is brought about by a combina- 
tion of hinge movement in the lower 
compartment and forward gliding in 
the upper. It has been shown that the 
movement of the mandible from the 
position of occlusion to the rest posi- 
tion is a pure hinge movement. Be- 
yond this point gliding movement is 
increasingly evident, becoming pre- 
dominant as maximal opening is ap- 
proached. During closure this order 
is reversed and again the mandible 
passes from the rest position to the 
occlusal position by a pure hinge 
movement. 

Articulation of the Mandible—It is 
important to view the articulation of 
the mandible with the base of the 
skull as a single entity. Not only are 
there two mandibular joints coupled 
together, but the two complexes also 
articulate through the teeth attached 
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to them. When the mouth is open the 
mandibular joints and muscles and 
ligaments attached to the mandible, 
as well as the force of gravity, de- 
termine the position and path of move- 
ment of the mandible. When the teeth 
are in contact they dictate the posi- 
tion of the mandible. 

Cause of Deviation—Because of the 
mutual effect of the articulation of the 
teeth and the mandibular joints dur- 
ing development a high degree of 
harmony normally results, so that 
when the mandible moves from the 
rest position to the occlusal position 
the teeth meet exactly in their correct 
relationship. It will readily be seen 
that conflict between the “needs” of 
the joints and the “dictates” of the 
dental articulation may arise. Thus, 
pain caused by biting on the gum flap 
over an erupting wisdom tooth may 
compel the patient to adopt a “bite 
of comfort” in which the teeth are 
brought together with the mandible 
deviated to one side. An over-erupted 
upper wisdom tooth, when the lower 
is missing, may impinge on the distal 
aspect of the lower second molar and 
cause a forced lateral deviation of the 
mandible to the opposite side each 
time the teeth are brought into occlu- 
sion. 

Increase in Freeway Space—Loss 
of posterior teeth may allow the bite 
to close and cause the mandible as a 
whole to be forced in a backward 
direction by the action of the inclined 
planes of the incisors. Since the rest 
position of the mandible is virtually 
constant this closing of the bite results 
in an increase in the freeway space, 
and the movement of the mandible 
from the rest position to the occlusal 
position is no longer a pure hinge 
movement. The condyles are driven 
into a position above and behind their 
normal position in relation to the 
articular eminence. Only one condyle 
is affected when a unilateral cause is 
responsible, but when the bite has 
closed, both are affected. 

Compensatory Changes—lf growth 
and development of the condyle and 


teeth have not ceased compensatory 


changes may occur to restore har- 
mony. The fact that only a small pro- 
portion of people who have lost pos- 


terior teeth develop joint symptoms 
suggests that such compensatory 
changes frequently occur. If only a 
single tooth or perhaps two teeth are 
responsible for the forced movement, 
the conflict may be resolved by the 
loosening of these teeth and the ap- 
pearance of localized paradental dis- 
ease. When the teeth do not give way 
and compensatory changes cannot oc- 
cur, the condyle is forced into the ab- 
normal position hundreds of times a 
day and the structures of the joint 
are subjected to a constantly recur- 
ring strain. In patients who grind 


their teeth during sleep there is no 


respite for the joint. 

Important Link—The joint itself 
must be regarded as an important link 
in the proprioceptive mechanism co- 
ordinating the action of the muscles 
of mastication. Any disturbance of the 
joint is therefore likely to interfere 
with muscular coordination and cause 
abnormal forces to be transmitted to 
the joint. This will tend to perpetuate 
and even increase the joint disturb- 
ance. The use of anterior teeth only 
also imposes an added load on the 
joint. 

Effect of Altered Mechanics—As in 
other joints, prolonged excessive stress 
and altered mechanics of the joint ul- 
timately cause degenerative changes. 
In the temporomandibular joint this 
leads to loosening of the attachments 
of the disc to the condyle. Only a 
slight injury, which would be quite 


without effect on the normal joint, is 


then needed to start the train of symp- 
toms described in the Type I case. 


Cause of Click 

With the attachment of the disc to 
condyle loosened, as described, the 
disc is no longer compelled to follow 
the condyle when it moves into its 
abnormal position, so that during the 
final few millimeters of the closing 
movement the thickened upper part of 
the disc rotates forward to lie be- 
tween the condyle and the postero- 
inferior surface of the eminence. This 
movement of the disc causes the faint 
click. In some people it is actually pos- 
sible to feel what is certainly the edge 
of the disc being thrust laterally and 
forward when this occurs. 
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Opening Movement Free of Click— 
When the mouth is opened the normal 
relationship is not immediately re- 
stored but the disc and condyle move 
together, both pulled by the lateral 
pterygoid, for a variable distance on 
to the postero-inferior surface of the 
articular eminence when pressure on 
the thick part of the disc and tension 
on its posterior attachment to the cap- 
sule causes the disc to slip back with a 
snap into its correct position on the 
condyle. 

Aim of Treatment—During the rest 
of the opening phase and all but the 
last two or three millimeters of the 
closing phase, the condyle and disc 
maintain their correct relationship. 
If this final two or three millimeters 
of the closing movement is prevented, 
the relationship of the condyle and 
disc is not disturbed and both open- 
ing and closing movements are free 
from clicking. This is, of course, what 
happens in the simple clinical test 
mentioned earlier, and in treatment 
the aim is to provide some permanent 
means of preventing the abnormal 
final part of the closing movement. 

Additional Trauma—Once the disc 
has been sufficiently loosened from 
the condyle for clicking to occur the 
possibility of further damage to the 
joint is greatly increased. Not only is 
the posterior part of the disc sub- 
jected to pressure which it is ill fitted 
to withstand, but the disc and condyle 
undergo additional trauma each time 
the click is produced. These factors 
alone may be enough to cause a low- 
grade traumatic arthritis in the joint. 
Further loosening of the disc increases 
the difficulty of restoring the correct 
relationship of the disc to the condyle 
after displacement which inevitably 
leads to the symptoms of intermittent 
locking, the thick upper part of the 
disc remaining temporarily in front 
of the condyle acting as an obstruc- 
tion to its forward movement. 

Clinical Osteoarthritis—In the third 
stage where the locking has become 
permanent the disc is no longer a 
gliding socket for the condyle and 
even the hinge movement occurs in 
an abnormal socket ill fitted for such 
a purpose. This represents a severe 
disturbance of the mechanism of the 


552 


joint. Not only will it give rise (1) 
to pain in and around the joint, and 
(2) to reflex pain particularly in the 


area of distribution of the auriculo- © 


temporal nerve which supplies the 
joint, but (3) limitation of movement 
of the one joint will impose a severe 
additional burden on the other which 
ultimately may also give rise to symp- 
toms. The low-grade inflammatory 
process due to the constant trauma to 
the soft tissues of the disorganized 
joint may also ultimately give rise to 
bony changes in the condyle. Clinical- 
ly, the picture will then be one of 
osteoarthritis. 

Type 11—What happens in Type II 
where painful limitation of opening 
starts suddenly while eating, without 
previous symptoms,. can only 
guessed. Perhaps as a result of some 
unguarded uncoordinated movement 
the disc gets severely nipped in some 
way, or more likely, a villus of the 
synovial lining gets nipped in the 
joint. If there has been a severe blow 
on the jaw the explanation is simple. 

Acute Traumatic Arthritis—Clin- 
ically, the result in any case is an 
acute traumatic arthritis with an effu- 
sion into the joint cavity or cavities. 
It has already been noted that in this 
type and in the painful stage of Type 
I the mandible may make a lateral 
movement caused by a misplaced 
tooth. The effusion and edema of the 
soft tissues within the joint have 
caused some separation of the joint 
surfaces and shifted the axis of rota- 
tion of the mandible. 

A Manifestation of the Lesion—In 
other words the lateral movement is 
a manifestation of the lesion in the 
joint, not as in the other instance, its 
cause. It is clearly important to rec- 
ognize this distinction and avoid the 
error of grinding the teeth to make 
them harmonize with the temporarily 
deranged joint. With rest the condi- 
tion tends to settle down and return 
to normal. 

Type I1I—In Type III the 'condi- 
tion may be regarded as a subluxation 
of the joint. The condyle moves well 
beyond the summit of the articular 
eminence but instead of doing so 
smoothly, as in many normal cases 
where the condyle reaches this point, 


it does so with a jerk. A similar jerk 
occurs when the condyle passes ‘he 
summit of the eminence during clos. 
ure. 

Uneven Movement of the Condyle— 
During the opening movement ‘he 
elevator action of the muscles seems 
to be insufficiently inhibited and the 
pull of the lateral pterygoid too strong 
while in the closing movement the 
elevator parts act strongly before the 
retracting parts of the muscles have 
brought the condyle behind the sum- 
mit of the eminence. 

High Degree of Coordination Re- 
quired—To accomplish this part of 
the movement smoothly a high degree 
of coordination of muscle action is 
necessary. A relatively slight injury, 
such as may be caused by dislocation 
during a dental extraction under gen- 
eral anesthesia, may well upset the 
delicate neuromuscular mechanism 
and start this jerky movement. 

Voluntary Click—Some people can 
produce an impressively loud snap or 
click in their temporomandibular 
joints voluntarily. The mechanism by 
which this is done is similar to that 
in the type under consideration, ex- 
cept that the muscular incoordination 
is deliberate: 1. The mouth is opened 
wide so that the condyle is a little in 
front of the eminence. 2. The elevator 
parts of the muscles are then made 
to act strongly a little before their re- 
tracting effect is brought into play. 3. 
In this way the condylar head is made 
to spring back as soon as it reaches 
the summit of the eminence. 

Traumatic Effects of Abnormal 
Movement—In the involuntary condi- 
tion the abnormal movement is injuri- 
ous to the structures of the joint and 
tends to perpetuate the trouble and 
even make it progressively worse: (1) 
This is particularly likely to occur 
when there is a large over-jet between 
the incisor teeth and the mandible 
must be protruded to its maximal ex- 
tent when biting on the front teeth. In 
this position the condyle is no longer 
firmly supported on or behind the 
summit of the eminence and the joint 
structures are subjected to abnormal 
stress. (2) The condition may become 
a true luxation, or by weakening the 
attachment of disc to condyle may 
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predispose to clicking of the first type 


_ described. 


Fortunately, the patient usually 
avoids opening the mouth to its max- 
imum extent and the progress of the 
condition is interrupted with, in some 
cases, a spontaneous return to normal. 


Treatment 

In Type I should there be a normal 
freeway space, treatment consists in 
in a search for and eliminiation of, 
causes of a “bite of comfort” or a 
misplaced tooth causing a forced de- 
viation of the mandible as the teeth 
come into occlusion. This is usually 
not difficult but in some cases it is 
worth while to adopt the procedure 
described as “bite analysis.” Success 
with this procedure is entirely de- 
pendent on the accurate registration 
of the rest position of the mandible. 

Type I Cases with a Large Freeway 
Space—Treatment consists in making 
a bite splint or bite plane which pre- 
vents the mandible from closing more 
than 2 millimeters beyond the rest 
position. In this way the forced back- 
ward movement of the mandible and 
condyles is prevented and in the ma- 
jority of cases painless clicking elim- 
inated. 

Object of Treatment: It cannot be 
too strongly emphasized that this is 
not the same as bite-opening, the ob- 
ject is rather to fill in the abnormal 
freeway space and restore the man- 
dible to its correct working position. 

Use of a Partial Lower Denture: If 
the lower molars are missing a par- 
tial lower denture with extensions 
over the occlusal surfaces of the pre- 
molars can be used. If all the teeth 
are present the bite splint can be made 
to cover the occlusal surfaces of the 
upper molars and premolars. Such an 
appliance is better tolerated in the up- 
per jaw and it interferes less with 
speech. | 

Procedure—1. At the bite stage in 
the construction of the splint or den- 
ture, measurements are made between 
marks on the face, or better still, on 
the incisor teeth when the mandible 
is in the rest position. 

2. The bite-rims are built up and 
trimmed to give fairly uniform con- 
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tact and to prevent closure beyond 
the rest position. 

3. With only the surface of the wa 
softened, the patient closes, biting 
lightly a further 2 millimeters into the 
wax. The patient must be sitting com- 
fortably and relaxed with the head 
unsupported. 

4. The bite-rim must be replaced 
after cooling and the closing move- 
ment repeated several times to make 
sure that each time the teeth pass 
exactly into the same position as they 
come into contact with the wax with- 
out any lateral deviation. 

5. If the clicking is not eliminated 
the procedure should be repeated, al- 
lowing only 14 to 1 millimeter closure 
beyond the rest position. If, as some- 
times happens, this still fails or only 
partly succeeds in preventing clicking, 
one must on no account be tempted 
to build up the bite beyond the rest 
position as this may have disastrous 
results. 

6. The bite splint is processed in 
clear acrylic. A lingual or palatal bar 
is used to keep the appliance as small 
as possible. The occlusal surface of 
the splint is trimmed so that only a 
shallow impression of the cusps of 
the pposing teeth remain. 

7. ‘Such a bite splint should be 
worn, all the time and on no account 
be lett out at night. 

Permanent Prosthesis: If the ap- 
pliance has proved successful after 
being worn for several months, the 
question of some more permanent 
prosthesis must be considered. Wheth- 
er this takes the form of a removable 
denture or fixed bridges, it is well to 
remove all misplaced tilted teeth from 
the opposing jaw, so that there is a 
reasonable chance of restoring a good 
articulation by making the prosthesis 
to replace these and other missing 
teeth, at the same time as the perma- 
nent replacement of the bite splint is 
made. This work is best carried out 
using, an anatomic articulator with 
face-How registration and using the 
temporary bite splint when mounting 
the study models in the centric posi- 
tion. 

Preventive Treatment: It is among 
cases with painless clicking and inter- 
mittent locking that dental treatment 


has the best prospect of success. 
Whenever possible treatment should 
be begun at this stage. Ideally, much 
could be done by orthodontic and 
prosthetic treatment to prevent the 
development of a potential case. 

Third Stage of Type 1—lf a patient 
is seen shortly after the onset of pain- 
ful limitation of movement it is worth 
while to attempt to reduce the dis- 
placement of the disc. A general anes- 
thetic may be needed for this. If this 
treatment is successful the mandible 
should be immobilized in the rest 
position for about two weeks and then 
be treated as a first or second stage 
case. 

(At the onset of this condition the 
patient may experience severe pain. 
It is one of the few instances among 
these conditions -where a course of 
shortwave diathermy to the joint and 
muscles affords relief. ) 

Alternative Procedure: If the meas- 
ure described is not successful in re- 
storing normal movement or the con- 
dition has been present for some time, 
the first step is to construct a bite 
splint in the same way as that de- 
scribed, but with a smooth occlusal 
surface. This will not only prevent 
the forced movement of overclosure 
but will eliminate all lateral stress 
and allow the mandible to take up its 
new position as edema within the joint 
settles down. When the patient is free 
from pain and regains sufficient mo- 
bility in the joint to eat without un- 
due difficulty, the construction of a 
permanent appliance, as outlined, 
can be undertaken. 

Surgical Treatment—After a reas- 
onable trial of the measures presented 
if the pain or the limitation of move- 
ment, or both, are unrelieved, surgical 
treatment must be considered. 

Condylectomy: At the Maxillo- 
Facial Unit at East Grinstead, in 
cases of long standing, especially with 
severe limitation of movement or bony 
changes in the condyle, condylectomy 


_has been found to give better results 


than extirpation of the disc. It is im- 
portant to regain good movement in 
the false joint following condylecto- 
my by using a training flange attached 
to a lower cast cap splint. 
Extirpation of the Disc: Although 
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this measure has a place in the treat- 
ment of the early case with extirpa- 
tion of the disc there is a tendency 
for symptoms to return with crepita- 
tion in the joint after months or years. 
Every effort must be made to establish 
a sound functional dental articulation 
after operation in order to make the 
best of the new joint and to try to 
save the other joint from a similar 
fate. 

Type II Case—In acute traumatic 
arthritis (1) immobilization in the 
rest position, and (2) a course of 
shortwave diathermy to the joint, en- 
sure speedy relief from pain and a 
more certain and rapid restoration of 
normal function than if the mandible 
is left free. If the patient is not willing 
to have his jaw immobilized a bite 
splint with a smooth occlusal surface 
may be used. The splint is worn only 
until the pain is gone. 

The Third Type of Case—In the 
last type of case if the subluxation is 
of a mild degree no treatment except 
an injunction to the patient to avoid 
opening his mouth to the full extent 
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may be necessary. If there is a marked 
over-jet of the incisor teeth it would 
be rational to correct this. | 

In the Severe Case: There is an un- 
attractive choice between several 
forms of surgical treatment and the 
use of a sclerosing agent injected in 
the joint. They have as their objective 
the limitation of the forward gliding 
movement of the condyle and are 
more or less successful in doing this 
whether it is by (1) an osteoplastic 
operation to produce a bony stop on 
the summit of the eminence, (2) 
by dividing the attachment of the lat- 
eral pterygoid, or (3) by making a 
fascial sling around the joint. When 
it is recalled that a simple arthrotomy 
also produces limitation of movement 
of the jaw, it is clearly difficult to 
assess the merits of a particular opera- 
tion. 

Use of a Sclerosing Agent: The use 
of a sclerosing agent injected into the 
joint has the merit of simplicity and 
freedom from the risk of injury to the 
facial nerve involved in any operative 
procedure on the joint. It cannot, 
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however, be warmly recommended js 
it undoubtedly achieves its effect ly 
causing an acute arthritis which re. 
sults in adhesions within the joint «s 
well as the periarticular fibrosis 
claimed for it by the originators of 
the treatment. 


Summary 

The relatively common lesions of 
the temporomandibular joint have 
been considered. Only a brief refer- 
ence has been made to the neurotic 
element which is often an important 
feature. Edentulous cases have not 
been dealt with separately as they do 
not differ essentially from those dis- 
cussed. The relatively rare cases of 
gradual limitation of movement in 
elderly patients with senile osteoarth- 
ritic changes, and in younger patients 
with polyarthritis involving the tem- 
poromandibular joint, have not been 
considered. 


Adapted from Section Odontology, 
Proceedings of the Royal Society of 
Medicine, 44:363-371 (May) 1951. 
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A Discussion of 


CANCER of the MOUTH 


Part Ii 


JOSEPH E. SCHAEFER, D.D.S., M.D., and IRA TRESLEY, M.D., Chicago 


DIGEST 
In this, the second installment of 
a two-part article stressing the 
importance of cancer detection 
in the dental office, various types 
of oral cancerous lesions and the 
measures used for control are il- 
lustrated. A brief summary of 
the points discussed is included. 


Early Treatment Method 

In the original statement of the treat- 
ment of cancer the method consisted 
of early recognition with wide ex- 
cision or complete destruction. If 
every cancer cell is destroyed the case 
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is controlled. Cancer always begins as 
a local disease which spreads by (1) 
direct extension, or (2) metastasis 
through the lymph channels. 

Figure 16—Cancer of the tongue. 

Figure 17—A case in which half 
of the tongue was removed for cancer, 
followed by deep x-ray therapy and 
a neck resection. 

Figure 18—Three cases of hemi- 
section of the tongue. 

Figure 19—A cancer of the maxil- 
lary sinus. This type of cancer, be- 
cause it begins in the maxillary sinus 
where it cannot be seen, is usually not 
recognized until its advanced growth, 


by its expansive force, pushes the 
external and internal walls of the 
maxilla. The patient then presents 
himself with a swollen face and often 
with a complete blockage of the nasal 
passages on the affected side. Inspec- 
tion of the interior of the nose reveals 
a boggy, edematous swelling of its 
outer wall. A biopsy demonstrates the 
presence of a squamous cell cancer. 
This case was treated (1) with a red 
hot soldering iron used intraorally, 
and (2) with extensive destruction of 
the maxilla on the affected side, fol- 
lowed by radium packs. 

Figures 20 and 21—The closure of 
the maxillary defect with a denture. 

Figure 22—An impression show- 
ing the extent of the defect in the 
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maxilla, extending into the maxillary 
sinus, the ethmoidal sinus, anc the 
nasal cavity. This case has been con. 
trolled about three years. 

Figures 23, 24 and 25—Contrvlled 
cases of cancer of the lip, showing 
plastic repair by use of a pedicle flap, 

Figures 26 and 27—A controlled 
cancer of the lip and cheek with a 
plastic repair made by transferring a 
triangular mass of tissue taken from 
the upper lip, filling in the lower lip 
defect. 
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Figure 28—A controlled cancer of 
the buccal sulcus with extension into 
the mandible. Half of the mandible 
was removed, together with the lesion 
in the floor of the mouth. Surgery was 
followed by extensive radiation ther- 
apy. 

Ficures 29 and 30—Plastic repair 
of the cheek and floor of the mouth. 

Fizures 31 and 32—The use of 
prosihesis to replace the facial defect 
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following destruction procedures of a 
cancerous lesion ofthe maxillary sinus. 
Figures 33 and 34—An extensive 
destructive lesion of a basal cell can- 
cer of the face with restoration of the 
defect by a prosthetic appliance. 


Summary 

The dentist must be vigilant in his 
examination of all ulcerations of the 
mouth or lips. Cancer appearing in 


the mouth is usually an ulcerative le- 
sion. Any single ulcer in the mouth 
which cannot be explained on a trau- 
matic basis and which does not heal 
in the usual time of one or two weeks 
at the most, as inflammatory lesions 
usually do, must be regarded as sus- 
picious of cancer until proved other- 
wise. 
804. West 79th Street. 

25 East Washington Street. 
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Water-Spray Technique 


Ford W. Stevens, D.D.S., Philadelphia 


I. When using the water-spray technique the mouth mirror 
becomes wet and it is difficult to get an accurate image. If the 
mirror is dipped into one of the detergents (Dreft, for instance) 


from time to time when operating, it can be kept free from dis. 
tortion. 


A Child’s Seat in the Regular Dental Chair 
R. B. Swindells, L.D.S., Leeds, England 


2. A children’s car seat may easily be adapted to the regulation 
dental chair as shown in the illustration. This is suitable for 
children up to the age of six. 


Removing Oxide From Mercury 
Bernard A. Widen, D.D.S., Chicago 


3. Place a cotton roll in the mercury container. Tighten the lid 
and rotate the mercury until it appears perfectly bright. Discard 
the cotton roll, or if desirable, leave the cotton in the container 
to absorb moisture and oxide. 


READERS are Urged to Collect $10.00 


For every practical clinical or laboratory suggestion that 
is usable, DentaL Dicest will pay $10.00 on publica- 
tion. 

You do not have to write an article. Furnish us with 
rough drawings or sketches, from which we will make 
suitable illustrations; write a brief description of the 
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SUGGESTIONS .. . 


An Instrument for the Separation of Teeth on Models 
Walter Spivack, D.D.S., Philadelphia 


4. Asection of a hacksaw blade is mounted in a vulcanite scraper 
handle to form a convenient instrument for separating or isolating 
teeth on plaster or stone models. 


An Adjustment of Angle Handpiece Attachments 
J. L. Barber, D.M.D., Coronado, Calif. 


5. Some types of angle handpieces may be made smaller and 
more convenient for use in areas of difficult operative access by 
removing the sharp corner as shown in the illustration. 


Improving Darkroom Visibility 
Nelson B. Hall, D.D.S., Kennebunk, Maine 


G. Use ordinary white adhesive tape to outline the developer and 
fixer compartments in the x-ray processing tank. This procedure 
makes it easier to distinguish compartments when the light is 
turned off in the darkroom. When the tape is soiled it can be 
readily replaced. 


technique involved; and jot down the advantages of the 
technique. This shouldn’t take ten minutes of your time. 
Turn to page 562 for a convenient form to use. 

Send your ideas to: Clinical and Laboratory Sugges- 
tions Editor, Dentat Dicest, 708 Church Street, Evans- 
ton. Illinois. 
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The EDITOR’S Page 


ANY DENTIST who is interested in an intellectual 
adventure should read A History of Biology by 
Charles Singer (Henry Schuman, New York, pub- 
lisher, revised edition, 1950). Most of the clinical 
issues that confront us are a combination of bio- 
logic and mechanical problems. We cannot hope 
for success in any treatment if we disregard either 
aspect. Some of the misunderstanding and much of 
the bitterness in debate on the subject of focal in- 
fection could have been prevented if our roots of 
knowledge in biology had been a bit more deeply 
placed. 


As an example of deep thinking and clear ex- 
pression, Singer writes on “Some Failures of the 
Theory of the Microbic Origin of Disease:” 

“The practical results of the study of the mi- 
crobic origin of disease are so impressive that we 
are apt to forget the shortcomings in our knowl- 
edge of the nature and life of micro-organisms. 
Thus from the biological point of view the first 
question that we should like answered is, ‘How does 
an infectious disease originate in the first place?’ 
Instead of answer there is almost complete silence. 


“All through the animal and vegetable kingdoms 
we encounter the phenomenon of parasitism. The 
parasite lives in or on its hosts. In that limited 
habitat, its organs are lost and it becomes degen- 
erate. The flea, living on the surface of the body, 
loses its wings. The mistletoe can no longer root 
in earth. Many parasitic plants have lost their 
chlorophyll. Intestinal parasites have lost their 


sense-organs, and among them are forms without . 


digestive canal and even without power of move- 
ment. It is assumed that the bacteria are such de- 
generate organisms, though we are without knowl- 
edge of their ancestry. 

“How does such a form become parasitic? We 
are entirely in the dark. We are struck with the fact 
that diseases often attack only one particular species 
but why the fowl, for example, alone suffers from 
fowl cholera, and man alone from typhoid fever, 
it is hard to say. Why should not allied forms be 
attacked by such diseases? We can but guess. 


“A disease must have started at some time. With- 
out raising the question of the origin of life itself, 
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it is evident that there must be points in history at 
which disease germs of each type enter a body for 
the first time, and cause a disease for the first time. 
We hear of historical or contemporary records of 
previously unknown diseases. But no one has ever 
watched the process of the first appearance of a 
disease from the bacteriological point of view. We 
have, therefore, no real knowledge as to whether 
any particular disease is new or not. 


“Again, if a disease is traced through history, it 
is evident that its type changes. Scarlet fever, 
measles, influenza, are very different in one year 
from what they are in another. Why? Is it that the 
infective organism has changed or is it that the 
host has changed? We know nothing on these mat- 
ters, and the answers that are given do but darken 
counsel with words. 

“On these fundamental points our age is as 
ignorant as other ages were. So long as this is so, 
it is but blind optimism that can speak of ‘the 
secret of disease’ having been ‘wrested from na- 
ture.’ It is no small part of the function of science 
to define the limits of knowledge. Unjustified op- 
timism is as much the enemy of science as is un- 
reasoning credulity.” 


With the concept of the general adaptation syn- 
drome to nonspecific stress we must be impressed 
that disease, all disease, is a matter of the degree 
and kind of stress plus the manner of response of 
the host. Bacteria represent one form of stress. They 
may attack in great numbers and with powerful 
virulence. If the defensive reserves are strong the 
disease will be prevented or overcome. This power 
of defense is thought to reside in the anterior pitui- 
tary-adrenal cortical mechanism. Bacteria of low 
virulence and of scant numbers striking an organ- 
ism of depleted reserves will produce disease. We 
have been so preoccupied with the bacteriology of 
disease that we have ignored the biology of disease. 
We have so concentrated our attention on a part of 
the body that we have failed to observe that the 
organism as a whole responds to any stress. A 
dental disease or a dental procedure is more than 
a local event; the entire organism is involved. 
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Bed Rest ws. 
Myocardial 
Infarction 


There is no statistical evidence that 
bed rest, or even markedly restricted 
activity over a prolonged period, ad- 
yvantageously affects either the course 
or the later sequelae of myocardial 
infarction. Some clinicians maintain 
that routine prolonged bed rest in 
myocardial infarction is not only un- 
necessary but also potentially harm- 
ful to the mental and physical well- 
being of the patients. 

Bed rest has long been regarded as 
the prime factor in the treatment of 
myocardial infarction. Periods of four 
weeks or more as a minimum are 
recommended. The advantages as- 
cribed to bed rest are: (1) the avoid- 
ance of cerebral anoxia during shock, 
(2) prevention of sudden death, and 
(3) preservation of myocardial func- 
tion. The first is an immediate pro- 
tection to the patient whose circula- 
tory collapse briefly necessitates a re- 
cumbent or head-down position. 

There are many disadvantages of 
recumbency: (1) The circulation to 
the basilar part of the lungs is poor, 
(2) atelectasis, (3) hypostatic pneu- 
monia, and (4) constipation are com- 
mon. The development of phlebo- 
thrombosis and subsequent emboliza- 
tion is much higher. The exercise tol- 
erance is decreased, requiring many 
weeks to return to normal. 

The psychogenic sequelae are not 
to be disregarded: (1) Large num- 
bers of patients who have had myo- 
cardial infarction have become piti- 
fully inactive because of symptoms 
brought on by fear rather than heart 
disease. (2) In the increasingly older 
population the economic factors, even 
if the emotional ones could be disre- 
garded, are serious enough to war- 
rant further study. 

In the treatment of myocardial in- 
farction there are two main considera- 
tions: (1) The first is the immediate 
saving of the patient’s life. (2) The 
second is to prepare the patient for 
further living. The latter has probably 
ofte: been neglected in the earnest 
desire to accomplish the first. 

Usually, along with prolonged bed 


DECE\BER 1951 


MEDICINE 
and the 


Biologic 


Sciences 


rest, a rigid routine is demanded. In 
most cases this includes four weeks 
of absolute or nearly absolute bed 
rest followed by varying lengths of 
inactivity so that rarely is the patient 
without residual symptoms returned 
to normal activity in fewer than three 
weeks. 

The practice of prolonged bed rest 
is still recommended by many physi- 
cians as they are reluctant to alter 
this concept in their patients’ minds. 
An unfortunate incident or coinci- 
dence may damage the reputation of 
the physician. 

In most cases it is believed that two 
weeks in bed, with reasonable, care- 
fully explained restrictions, and pos- 
sible bedside toilet privileges, would 
be all that is necessary. Even during 
this period some gradually increasing 
activity might be started. After this, 
in the absence of contradictory symp- 
toms and signs, patients should be 
gradually and progressively allowed 
to walk until at the end of four weeks 
from the onset day they have regained 
some of their previous exercise tol- 
erance and are prepared to leave the 
hospital on light activity. 

There is no blanket recommenda- 


tion applicable to all patients. Judg- 
ment is still needed to prescribe the 
correct treatment for the individual 
patient. 


Warren, Irvin C. Jr., and Burgess, 
Alexander M., Jr.: The Abuse of Bed 
Rest in the Treatment of Myocardial 
Infarction, New England J. Med. 
243 :486-493 (September 28) 1950. 


Biopsy in the 
Oral Cavity 


Lesions of the lip are not usually 
large or of long duration before the 
patient seeks the advice of his doctor. 
Biopsy of lesions of the lip is prob- 
ably best done by small V excisions of 
the entire lesion and a margin of good 
tissue. The scalpel is the best instru- 
ment although electric cautery is also 
used. Subsequent suture of the lip 
should leave little scar and only slight 
difference in the size and shape of the 
lip. Close examination of the sub- 
mental, submaxillary, and cervical re- 
gions in all suspicious lesions of the 
lip should not be neglected. 

The electric cautery is probably 
best for biopsy of lesions of the buc- 
cal mocosa and tongue. These areas, 
particularly the tongue, are vascular 
areas. Hemorrhage is better controlled 
by use of cautery and coagulator. 

If possible, the lesion of the buccal 
mucosa or tongue should be removed 
entirely with a margin of good tissue. 
Large defects will take a while to heal. 
Suturing may be attempted but the 
sutures will usually slough out before 
healing occurs. It is probably a better 
practice to coagulate all bleeding 
points after the biopsy has been taken, 
suture as well as possible, and allow 
the remaining part to heal by granu- 
lation. 

Small lesions of the buccal mucosa 
may be excised and sutured. Likewise 
lesions of the anterior portion of the 
tongue may be excised with a com- 
fortable margin and the defect 
sutured. 

In case the biopsy is positive for 
cancer it is wise to protect the patient 
by treatment with radium or radon 
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(See pages 558 and 559) 


Form to be Used by Contributors, . 


To: Clinical and Laboratory Suggestions Editor 
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708 Church Street 
Evanston, Illinois 


From: 


Subject: 


Explanation of Procedure: 


Sketch: 


Suggestions submitted cannot be acknowledged or returned. 


$10 will be paid on publication for each suggestion that is used. 
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seeds even though the surgeon feels 
that he has removed enough tissue, 


Jordan, Edward J., and Keyes, C. 
Lawrence: Early Diagnosis of Cancer, 
The Biopsy, J. Missouri M. A. 48: 
97-99 (February) 1951. 


Epilepsy—General 
Considerations 


es 


Epilepsy can occur at any age. It 
masquerades in many forms so that 
many persons do not realize they are 
afflicted with epilepsy. The condition 
is an irritative reaction to brain in- 
jury. 

It does not occur as a result of those 
severe brain injuries which destroy 
the nerve cells of the brain. Usually 
it is a result of minor injuries which 
produce physiologic rather than his. 
tologic changes. A zone of mild in- 
jury may occur around an area of 
severe injury, so that epilepsy may 
occur in association with severe in- 
jury, as for example, in cerebral pal- 
sy. The physiologic, intermediate 
(nonstructural) injuries which cause 
epilepsy can be produced in many 
ways: (1) trauma, (2) injections, 
(3) disorders of cerebral blood sup- 
ply, and (4) tumors. 

In the United States there are over 
a million persons with epilepsy. The 
advances of the past ten years have 
made it as treatable as diabetes. As 
in diabetes, the patient must be kept 
for long periods on maintenance med- 
ication. 

The antiepileptic drugs which a pa- 
tient takes should be viewed as sub- 
stitution therapy, because they are 
necessary substitutes for chemical con- 
figurations which his injured brain 
does not produce. Most of the anti- 
epileptic drugs are potentially danger- 
ous. Close medical supervision, there- 
fore, is essential. 

Heredity is not as important a fac- 
tor in epilepsy as was once supposed: 
1. In general, the chance that an ep- 
ileptic will have an epileptic child is 
only one in fifty. 2. The chance that 
a person with epilepsy will have a 
near relative with epilepsy is only one 
in fifty. 3. The chance that anyone 
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will have epilepsy is about one in 
one hundred. 

The condition can be called a “tu- 
mor of function,” for it is associated 
with a gigantism of energy release 
within the nervous system. The seiz- 
ure is an explosion in which normal 
spatial and temporal barriers are dis- 
regarded. 

Under the microscope, the epileptic 
brain commonly appears normal. 
When looked at with the electroen- 
cephalograph, particularly during 
sleep, it appears extremely abnormal. 
The electroencephalograph reveals ex- 
plosive electrical discharges and shows 
that they occur not only at the time 
of clinical seizures but also between 
seizures. 

The between seizures discharges, or 
sub-clinical discharges as they are 
called, are many times more numerous 
than those associated with clinical 
seizures. This evidence is reliable and 
indicates a failure of the normal tem- 
poral and spatial regulation of energy 
release within the central nervous sys- 
tem, a failure which is as real as the 
failure of growth regulation in can- 
cer. 

The medical treatment of epilepsy 
is directed at damping down the elec- 
trochemical explosions in the brain. 
Different types of drugs must be used 
for different types of discharges. The 
interested internist or general prac- 
titioner can treat epilepsy as well, and 
possibly better, than anyone else, for 
the modern treatment of epilepsy re- 
quires blood counts and liver toler- 

ance tests to guard against special 
sensitivities. 

Gibbs, Frederic A.: The Treatment 
of Epilepsy, J. Michigan M. Soc. 50: 
145-148 (February) 1951. 


Effects of 
Semistarvation 


Frequently, persons who conscien- 
tiously follow a weight reduction diet 
teach a point approximating starva- 
tion. To learn more about the effects 
of such diets a long term experiment 
was conducted at the University of 
Minnesota, the Laboratory of Physio- 
logic Hygiene on 32 conscientious ob- 
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for use at the chair... 
“THE NERVE DISTRIBUTION AND 


BLOOD SUPPLY OF THE HEAD” 


This series of three full-color charts is ideal for use 
at the chair. It shows in complete detail the nerve 
distribution and blood supply of the head. Explan- 
atory copy is concise and understandable to patients. 

This six-page folder is printed on heavy enamel 
paper. Each chart is detachable for framing purposes 
since there is no material printed on the reverse side 
with the exception of the title page. Each chart is 


814” x 11”, 


Price, only $1.00 to regular subscribers to. Dental 
Digest. It is also available to new subscribers in com- 
bination with a special sixteen-month subscription. 
Order your copy today . . . use the convenient coupon. 


DENTAL DIGEST, 1005 Liberty Avenue, Pittsburgh 22, Pa. 


C] Here is $1.00 for a copy of “The Nerve Distribution and Blood Supply 
of the Head.” I am a regular subscriber. 


C] I am not a subscriber. Enter my subscription for sixteen issues of Dental 
Digest, including the charts mentioned above, for $4.00. 


City. 


jectors. The tests were well controlled 
as the objectors were residents at the 
laboratory for a year. 

For three months the volunteers 
were subjected to studies of metab- 
olism. Then, they underwent a six- 
month period of semistarvation. Fol- 
lowing this they were studied for 
three months during rehabilitation. 

During the first period, body re- 
quirements were maintained on 3,492 
calories per day. There were adequate 
amounts of protein, vitamins, and 
minerals without excessive amounts of 


any special nutrient substance. The 
semistarvation diet produced 1,570 
calories daily. This diet included po- 
tatoes, cabbage, turnips, and cereals 
with only a few grams of animal pro- 
tein a week. This diet resembled the 
amount used in famine in northern 
Europe. 

At the end of the six-month period 
there was a 24 per cent loss in body 
weight. The symptoms of famine in- 
cluding (1) swelling from accumula- 
tion of water in the tissues, (2) ane- 
mia, (3) slow heart beat, (4) weak- 
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ness, and (5) depression were noted 
in all of the volunteers. 

Investigators were able to deter- 
mine the manner in which the body 
adjusts itself to famine. The starving 
body must use some of its own pro- 
tein for fuel. The brain tissue loses 
a smaller fraction of its usual weight 
during a period of severe starvation 
whereas fat, muscle, liver, and skin 
in the body undergo large losses. The 
heart also undergoes a considerable 
loss of muscle mass during acute and 
chronic starvation. However, the body 
makes adaptations which safeguard 
the heart. The work done by the heart 
decreases about 50 per cent as a re- 
sult of starvation. 

The changes in the body enable it 
to meet the new situation more effec- 
tively than would otherwise be the 
case. The adaptations that occur in 
stressful situations are generally com- 
promises. The changes due to semi- 
starvation permit man to meet the 
altered situation with moderate suc- 
cess. Rigid dieting over brief periods 
of time cannot do serious harm to the 
human body because of the factors of 
safety that lie within the body itself. 


Editorial: Human Adaptation to 


Semistarvation, Postgrad. Med. 8: 
423-424 (November) 1950. 
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Precision-made of precious metal, the 
NEY CHAYES Attachment Tray auto- 
matically creates exactly the right recess 
within the abutment inlay casting to 
receive the female attachment. This is 
a NEY first in attachment technic... 
another step in assisting you to produce 
the finest precision restorations, 
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Washington in October 

The use of CBS color television to 
lemonstrate dental procedures was 
the outstanding feature of the Ameri- 
can Dental Association October meet- 
ing in Washington. The operations 
were performed in the general sur- 
gery of the Mount Alto Veterans Ad- 
ministration hospital and carried over 
a closed TV circuit to the viewing 
screens at the Armory seven or eight 
miles away. Every aspect of clinical 
dentistry was demonstrated. The 
planning of this program under the 
direction of Dean Lester W. Burket 
of the University of Pennsylvania was 
superb and precise. The technical de- 
tails handled by CBS and Remington- 
Rand, Inc. were perfect in execution. 
The costs for this pioneering project 
in dental education were met by E. R. 
Squibb and Sons. 

Another outstanding feature of the 
meeting was the excellent public in- 
formation program developed by Mr. 
Herbert B. Bain of the ADA central 
ofice. Reporters for both the general 
and the dental press were supplied 
with accurate abstracts of the papers 
presented before the sessions. A few 
newsworthy items prepared from 
these releases include: 


Direct Resinous Materials 

Resins or synthetic plastics for den- 
tal restorations, described as more 
durable and more natural appearing 
than the ordinary cement or silicate 
materials commonly in use, were first 
developed during World War II by 
German dentists who had been forced 
to find substitutes for widely used 
gold restorations. 

The combined report of Doctors 
Herbert D. Coy, David M. Bear, and 
Seymour J. Kreshover, all of the 
School of Dentistry, Medical College 
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You’re Asking 


for Trouble 


There are two ways of solving prob- 
lems—one is to foresee and forestall 
them . . . the other is to do the best 
you can with them after they’ve be- 
come a reality. The first is by far the 
easier course in the long run. . . Doc- 
tor Maurice J. Teitelbaum analyzes 
ten problems that frequently threaten 
the practicing dentist—and gives ex- 
cellent advice on how to solve them 
while they’re still in the future. 
xk * 

Want to jog some of your good in- 
tentions into actual accomplishment? 
Then read “Dentistry Within Limits.” 
Ask yourself the questions in the first 
paragraph: “How long has it been 
since I tried a new medication, added 
a recently introduced piece of operat- 
ing equipment, revised my working 
procedure, or arranged for a “dress 
up’ touch for the reception room?” 
You might add some others: “How 
long has it been since I attended a 
dental clinic or read a serious techni- 
cal discussion of some phase of dental 
science or practice?” 

The answers may surprise you— 
and perhaps urge some of those half- 
formed good resolutions into definite 
determination. 


“Cowboy Style Dentistry” illustrates 
a most unusual way of keeping the 
small fry happy before, during, and 
after dental appointments, Bar D. K. 
(decay) Ranch is the inspiration of 


two California dentists who have 
many child patients. Whether or not 
you want to turn your office into a 
piece of the wild-wild west, you'll en- 
joy this picture story of a most un- 


usual departure from routine practice. 


xk * 


Here’s more information to file in 
your “life insurance” folder. W. Clif- 
ford Klenk describes five types of pol- 
icy and the advantages and disadvant- 
ages of each in his article, “What To 
Do With Your Surplus.” 


xk * 


And while you’re thinking of fi- 
nances, here are “Ideas for Income 
Tax Savings”—just in time to help 
you with your end-of-the-year records. 
Perhaps some of the information may 
save you actual money when March 
15 rolls around. 


* 


Then there are, of course, all of the 
regular features and departments. . . 
and the Annual Index. It’s interesting 
to glance through this index, noting 
how many different kinds of articles 
Oral Hygiene has published during 
the past year—all with just one idea: 
to help or interest you. 
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of Virginia, included the following 
points: 

Those who have worked with the 
direct resinous restoration materials 
during the short time that they have 
been available conclude that they meet 
the requirements of a satisfactory res- 
torative material. 

A study was made of 300 patients 
with an average of two restorations 
each. Fifty patients were recalled for 
observation in three months and 40 
others in a year. In 105 restorations 
there had been only five pulp 
“deaths” and in these cases the teeth 
that were restored had been the seat 
of deep carious lesions. A new meth- 
od was employed in restoring such 
carious teeth and no pulp deaths oc- 
curred since this procedure was in- 
stituted. The plastic restorations had 
no apparent tendency toward solubili- 
ty in the fluids of the mouth; in this 
respect they had great superiority 
over silicate cements. 

Additional reports on the new ma- 
terial were made by Doctor George 
C. Paffenbarger of Washington, D. C., 
chief of the American Dental Associ- 
ation’s research staff assigned to the 
Bureau of Standards, whose opinion 
was that the material was more dur- 
able than others now in use, and that 
it did not dissolve or discolor; and by 
Doctor Alexander Seelig, instructor 
in the School of Dental and Oral 
Surgery, Columbia University, New 
York, who concluded that pulpal ir- 
ritation encountered in the use of 
direct resinous materials is primarily 
due to other factors than the plastic. 


Acute Odontogenic 
Infections 

Doctor Edward L. Sleeper, assist- 
ant professor of oral surgery at Tufts 
College Dental School, Boston, stated 
that many anterior teeth which are in- 
fected can be saved by treatment with 
penicillin or aureomycin. Many an- 
terior teeth, in younger patients es- 
pecially, have been so loose when 
acutely involved that they could have 
been extracted with the fingers; when 
the infection was.under control with 
use of antibiotics and drainage, if 
necessary, the patient had a function- 
al tooth. 
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Doctor Sleeper stated that the anti- 
biotic drugs have removed much of 
the danger of extraction in the pres- 
ence of swelling or acute infection. 
Teeth involved in an acute infection, 
however, should not be removed if the 
procedure would require more than 
simple forceps extraction. The re- 
sponse of the patient is the most 
reliable guide to the efficacy of treat- 
ment and if extraction in acute in- 
fections cures a patient sooner and 
eliminates days of discomfort that is 
what should be done. 

Heat will make an abscess break 


sooner but it is not the determining 
factor in the spread of infection. The 
course of an infection is determined 
by the anatomic boundaries of the 
area and neither heat nor cold will 
divert it to another direction. 


Partial Denture and Its 
Relation to Periodontia 
Most people grind their teeth while 
sleeping but measures can be taken 
to correct.this habit which chips and 
loosens the teeth and causes erosion 
and sensitiveness of the tissue. Doctor 
Arthur F. Schopper, special lecturer, 
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Ridge Lap areca 


of average 


| plastic tooth = tion hole in lap plus retention 
45.6 sq. mm. of "$-R” tooth = hole= 61.1 sq. mm. 
# area with denture 15.5 sq. mm. of contact ples ce 

than any other plastic tooth. 


area. 


WHY DENTA PEARL S-R’s “PLUS AREA” — 
MEANS MORE DEPENDABLE RETENTION 


ic teeth are attached to the denture base in one or a combination of 
three following manners: 
| FUSION or MOLECULAR UNION is the ideal union for it provides 
Mam ithe strongest possible attachment. It will occur with solvent resistant 
Beem iecth only when extreme caution is exercised in eliminating all residual 
film or oily penetration on the ridge laps of the teeth. When you get fusion, 
Denta Pearl S-R’s “plus area” provides more retention area; insures 
stronger union! 
ADHESION—like glueing—takes place when two surfaces are brought © 
into intimate contact under pressure. But adhesion, too, depends on 
thorough wax elimination. When you get adhesion, Denta Pearl $-R’s “plus 
lgrea”’ provides 2 more retention area; insures stronger union! 


3. MECHANICAL RETENTION can be achieved by a retention 
hole—like an inlay—through undercut . . . rough wall... 
we angulation against stress . . . or plug in the hole. Lack- - 
. ing complete fusion or complete adhesion, Denta — 
Pearls provide an added safety factor, — 


because Denta Pearl S-R’s are the only 

plastic teeth that have built-in 

mechanical retention to 


INC. 
PENNSYLVANIA 


D. JUST! -& SON, 
PHILADELPHIA 4, 


n 

Ns Kansas City University School of Practical Use of Space 

ed Dentistry, recommended an appliance Maintenance 

he known as the Hawley retainer orig- Doctor James J. Kennedy, assistant 

“ill inally devised to keep the dental arch _ professor of children’s dentistry at 
in place after correction of tooth ir- Northwestern University Dental 
regularities. The use of this appliance School expressed the opinion that a 
has preserved teeth for many years  child’s deciduous upper anterior teeth 
and can be used by all persons except can be lost prematurely with less ser- 

ile those who have an open bite and are_ ious results than any other primary 

en unable to occlude their upper and _ teeth. 

nd lower anterior teeth. For these the Early loss of the first molars is 

on use of bite blocks in the posterior slightly more serious, while prema- 

or teeth was recommended to prevent ture loss of the second primary molars 


grinding at night. 
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is the most disastrous of all early 


tooth losses. If some teeth lost pre- 
maturely are not replaced by space 
maintainers, the permanent teeth may 
be forced out of alinement. 

Upper anterior teeth lost prema- 
turely need not be replaced by space 
maintainers except for purposes of 
appearance or to prevent the possi- 
bility of a speech defect. In Doctor 
Kennedy’s opinion, however, if a pri- 
mary molar is lost prematurely and 
the permanent tooth has not erupted, 
it should be replaced by an appliance. 
Doctor Kennedy stressed the import- 
ance in a space maintainer of ade- 
quate function, simplicity in construc- 
tion, and ease in wearing for the child. 


Trauma: Its Effect on the 
Edentulous Ridge 

Doctor Thomas M. Meloy, Jr., as- 
sociate professor of dental surgery, 
School of Dentistry, University of 
Pennsylvania, Philadelphia, suggested 
that while the dentist may use all the 
scientific knowledge available to con- 
struct as near a perfect functioning 
restoration as possible, he still cannot 
control certain changes that occur in 
the denture-supporting tissues. 

In these cases the tissue itself may 
be to blame. With some patients the 
proper use of their dentures in masti- 
cating food will stimulate the support- 
ing tissues sufficiently to prevent rapid 
loss in the extent of the ridge. In 
others the ridges may undergo a rapid 
disintegration. Changes in the ridges 
of many patients may fall between 
these two extremes. 

The importance was emphasized of 
impressing patients with the need for 
returning to their dentists at regular 
intervals for inspection and correction 
of dentures. 


Radioactive Metals for 
Dental Investigations 

Atomic energy can aid dental sci- 
ence to determine the hardness and 
durability of metals and their desira- 
bility as restoration materials. Doc- 
tor William Ward Wainwright of the 
University of Illinois College of Den- 
tistry, formerly of the Los Alamos, 
N.M., Scientific Laboratory stated 
that because of their radioactive prop- 
erty these metals can be traced and 
detected in much smaller quantities 
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Helps Eliminate ‘5 Clock 


Beautiful 
Practical 
Com ortable 


Put a Foot Comfort Cushion by 
your chair and work in solid comfort! 

After a busy day many dentists find 
fatigue considerably lessened when 
using a Hygienic Foot Comfort Cu- 
shion. 

It has a base of springy, non-matting 
sponge rubber. The cover is an extra 


Springy, restful sponge rubber base. 


thick layer of marbleized rubber tile 
whose colors will not wear off. The 
cover is firmly bonded to the base and 


is guaranteed not to separate. 

Hygienic Foot Comfort Cushions 
are available in 6 shapes and colors. 
Ask your dealer for illustrated litera- 
ture giving full details. 


HYGIENIC DENTAL MFG. CO., Akron-8, Ohio, U.S. A. 


| Buy U. S. Security Bonds 


Others Have Tried 
BS POLISHERS 
Why Not You? 


Many dentists have sent in the coupon 
below and found out why BS Polishers 
are preferred over many otliccs. They can 
readily understand why this soft, flexible 
rubber polisher makes a patient feel safe 
and comfortable, also why it is easy for 
it to clean and polish every tuoth to a 
lustre brightness. Why don't you find 
out these facts for yourself? Send the 
coupon in now! 


ARE LE? 


ANDO MORE 
CONVENIENT 


TO 


Young DVentai Mtg. Co. 
St. Louis 8, Mo. 


Gentlemen: 
Without any obligation send us one 


BS POLISH BSOLUTELY 


Many 


generations 
of leading 
Dentists have 
insisted on 


Ames Cements 


THE W. V-B. AMES CO. 


FREMONT OHIO 


than by chemical or microscopic an. 
alysis. 

The heavy metals are the elements 
which are most readily rendered 
radioactive by nuclear bombardment, 
Shortcomings of restoration materi. 
als, such as metallic color, tarnishing 
and corrosion, should be studied with 
the aid of radioactive metals. 

Nearly every metal used in den. 
tistry is available in radioactive form 
to qualified investigators. The most 
widely used metals are obtainable 
from the U.S. Atomic Energy Con- 
mission, Isotopes Division, Oak 
Ridge, Tennessee. Gold, silver, cop- 
per, zinc, mercury, tin, iron, nickel, 
cobalt, and chromium are only a few. 

Doctor Wainwright suggested that 
a typical opportunity for the use of 
radioactive metals is to study the 
behavior of the small amounts of 
mercury which are believed to be re- 
leased from amalgam restorations and 
to cause staining of teeth. 


Preparing and Maintaining 
Oral Tissues for Complete 
Dentures 

Doctor Russell W. Tench of York, 
Pennsylvania pointed out that elderly 
persons frequently suffer from the ac- 
cumulated effects of many years of 
unrecognized starvation for small 
quantities of types of food necessary 
for cell growth. Not only do these 
people complain about their dentures 
but they may be psychologically dis. 
turbed, lackadaisical, suspicious, irri- 
table, exacting and demanding, or 
possessed of phobias. The color of 
their mouth tissues is far from nor- 
mal and the mucous membrane is 
tender or hypersensitive to pressure. 

The presence of malnutrition and 
physical and mental unfitness in per- 
sons over sixty years of age, in Doc- 
tor Tench’s opinion, indicates that 
they have been suffering before they 
were sixty from some form of malnu- 
trition not usually recognized. In 
many cases the correction of mal- 
nourishment eliminated complaints 
about dentures. 

The importance of chewing capa- 
city in dentures was not underesti- 
mated by Doctor Muller M. DeVan, 
professor and chairman of prosthetic 
department. University of Pennsyl- 
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yvania School of Dentistry, Philadel- 
phia, who pointed out that in many 
instances, however, it may be inad- 
visable to cater to this capacity at the 
expense of appearance and speech. By 
careful selection and preparation of 
his food the patient may cope success- 
fully with the problem of reduced 
chewing powers, whereas he can do 
little or nothing to alter his appear- 
ance and to improve his ability to 
speak well. His social status may re- 
quire of dentures the maximum in 
esthetics and speech, perhaps at the 
expense of chewing capacity. 


Effects of Premature Loss 
of Primary Teeth and 
Sequence of Eruption of 
Permanent Teeth on 
Malocclusion 

The results of a study of 400 chil- 
dren examined and treated over a per- 
iod of fourteen years were reported 
by Doctor Sidney M. Kronfeld, assist- 
ant professor of pedodontics, New 
York University College of Dentistry, 
who showed that the average intervals 
from the time primary teeth were shed 
until permanent teeth erupted was 
four months in 70 per cent of the 
total number of teeth examined. Doc- 
tor Kronfeld’s study revealed that the 
longer the interval between the shed- 
ding of a primary tooth and the erup- 
tion of the permanent tooth, the great- 
er the likelihood will be that the 
second tooth may not erupt in its 
correct position. The order of erup- 
tion of the permanent cuspids and 
hicuspids has little or no influence on 
the development of malocclusion but 
all prematurely lost primary cuspids 
and molars should be replaced by 
space maintainers immediately. 


Effective Utilization of 
Dental Assistants 

That the effective use of dental as- 
sistants would permit dentists to in- 
crease dental care services from 33 to 
13 per cent was suggested by Doctor 
George E. Waterman of Richmond, 
Indiana, senior dental surgeon, U.S. 
Public Health Service. This conclu- 
sion was reached in the study, under 
way since December, 1946, which is 
being made at a clinic where dental 
treatment is provided annually for 
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the IMMEDIATE Temporary Stopping 
and Temporary Filling Material 
NO MIXING — NO HEATING — NO PRESSURE 


ron 


$1.50 per Box 
of Six Sticks 


KWIKSE AL is a Plastic Zinc Oxide Compound — Ready for 


KWIKSEAL 
KWIKSEAL 


KWIKSEAL 2 perfect substitute for both guita- 


Instant Use. 


Will set to dependable hardness through salivary 
action but will not harden or dry out in stock. 


is impervious after hardening to further action of 
oral fluids. 


percha and zinc oxide mixes. 


KWIKSE AL does not affect acrylics in any way. Can be used as 


KWIKSEAL 


a base for all types of permanent fillings. 


is economical since only the amount needed for 
each application is cut from the stick. 


Obtainable at All Dental Depots 


INTERSTATE DENTAL CO. Inc. ..... New York 


om, Permanent Records Are Important... 


Do you have a permanent record of the 
mouth of each of your patients? This type 
of record is tremendously important, and 
easy to accomplish. Use the Ryan Treat- 
ment and Examination Chart as illustrated 
here. It is being widely used and is ac- 
claimed the most practical chart for record 
purposes. Use it on one case ... and you 
will want to use it on every case. The 
coupon is for your convenience. 


Dental Digest 
1005 Liberty Ave., Pittsburgh 22, Pa. 


Here is $1.00 for a pad of 50 Ryan Ex- 
amination and Treatment Record Charts. 
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9,900 children from kindergarten 
through junior high school age. 

Dentists at the clinic are aided by 
trained assistants who prepare pa- 
tients for treatment, have ready the 
proper instruments, mix restoration 
materials, and are otherwise helpful. 
Quality of service is improved be- 
cause the dentist is under less physi- 
cal and mental strain. 


The Askov Demonstration 

A ten-year study is being made at 
Askov, Minnesota to obtain informa- 
tion about the organization, proced- 
ures, and benefits of a community 
dental health program. Doctor Wil- 
liam A. Jordon, director of the Min- 
nesota Department of Health, Division 
of Dental Health, reported that dur- 
ing the time the program has been in 
progress, less than three years, the 
percentage of caries reduction has 
ranged from 41.6 per cent in the 
three-to-five age group to 8.4 per cent 
in the thirteen-to-seventeen age group. 

The program covers 350 pupils in 
the Askov school district which in- 
cludes a large rural area. Hinckley, 
Minnesota, a nearby community, was 
selected to serve as a control in the 
studies. Biennial examinations showed 
that Hinckley children had a lower 
caries rate than Askov children when 
the program started. A diet survey 
revealed that Askov children were eat- 
ing meals high in pastries and other 
sweets; the diets of Hinckley children 
were considerably better. An educa- 
tional program to improve nutrition 
was started. 

At the beginning of each school 
term a complete dental examination, 
including x-rays, is given to all Askov 
children and all receive toothbrushes 
and tooth powder. Teachers and pu- 
pils are instructed in a proper method 
of brushing the teeth, emphasizing the 
value of immediate brushing after 
meals. Two tooth-brushing drills are 
held daily in grade schools. 

Askov has no community water 
supply and cannot benefit by water 
fluoridation. At the beginning of the 
program, however, all children re- 
ceived topical application of fluoride, 
and those in age groups three, seven, 
ten, and thirteen years received it 
each year. Children wishing dental 
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care may receive it. A modern dental 
office with a staff of three dentists is 
maintained in the school. 

During the first two years of the 
program the majority of dental pro- 
cedure was dental correction. These 
needs are now greatly reduced. Doc- 
tor Jordon reported that the cost of 
the Askov program had dropped from 
$15,586.48 in 1949 to $6,927.58 this 
year. 


Application of 
Electromyography to 
Dental Research 

Doctor Samuel Pruzansky of Chi- 
cago, special research fellow of the 
United States Public Health Service, 
National Institute of Dental Research, 
reported the outcome of his experi- 


ments with electromyographic equip- 
ment which records tracings of electric 
currents created by muscular action 
and gives promise of being valuable 
in dental research and in prescribing 
exercises for the rehabilitation of 
polio and cerebral palsy victims. 
Research was directed toward map- 
ping patterns of electric response of 
facial muscles, including those used 
in chewing in both normal and dis- 
eased persons. The findings are simi- 
lar- to those reported for muscles of 
the legs and arms to which most past 
research with the electromyograph 
has been confined. | 
Equipment used in Doctor Pruzan- 
sky’s studies included electrodes 
which pick up and transmit the elec- 
trical impulse from the muscle, an 
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VITALLIUM partiats 


FOR GREATER PATIENT SATISFACTION 


AND TO ENRICH 


YOUR 


PRACTICE 


LABORATORIES, INC. 


NEW YORK 
LAB RATO RY N EA RYO 


COPALITE 


(Formula of Dr R C Cooley) 


and 
INSULATION % 
Fillings, Inlays, 
Crowns and other 
Restorations 


Within a cavity 
prepared to re- 
ceive an inlay. 
The use of Copalite under 
fillings, inlays, crowns and 
many other types of resto- 
rations contributes materi- 
ally to comfort and lasting 
service. It penetrates, fills 
and seals the tubuli. An ex- 
tremely thin coating for a Within a cavity 
strong joint between restora- ‘0 be filled with 
tion and dentine. It is sooth- aoe - 

, or an inlay. 
ing, germicidal, resistant to 

thermal shock. A package 
—enough for 500 applica- 
tions, costs little more than 
per application. 


De Upon dentine 
prepared for a 
HARRY J BOSWORTH COMPANY porcelain 


jacket crown. 


amplifier to magnify the voltages re- 
ceived, and a recording device. 

Chewing movements may charac- 
terize persons as “grinders” or “chop- 

rs.” A “grinder” can move his lower 
jaw from side to side as well as up 
and down when chewing while a 
“chopper” cannot. Differences were 
noted in the electromyographic pat- 
terns of the “grinder” and the “chop- 
per” while they were chewing gum. 
These differences may enable the den- 
tist to discover more of the factors 
governing masticatory efficiency. 

An electromyographic examination 
was made of a fourteen-year-old boy 
who had suffered an acute attack of 
poliomyelitis four years earlier and 
was left with impaired chewing mus- 
cles on the right side. On the basis 
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of this examination Doctor Pruzansky 
prescribed jaw exercises for the boy 
to maintain the functional health of 
partly paralyzed muscles and to rein- 
force stimuli to partially affected 
nerve cells. 

Electromyographic studies also in- 
cluded patients with brain tumor, 
Parkinson’s disease, and severe mus- 
cular fatigue which, according to Doc- 
tor Pruzansky, prevented one man 
from chewing long enough to finish a 
meal. 


Although a few members of the 
ADA are heard to raise their voices 
in protest to the centralization of 
affairs in the Chicago office and to 
the slight increase in dues, most mem- 
bers of the association are proud that 


we are “growing up.” Our meetings, 
like everything else, now cost more. 
We are also getting more for our 
money. All the activities of the meet- 
ing show meticulous organization and 
long-time planning. 

Some of us find ourselves in occa- 
sional disagreement with some of the 
actions taken by the House of Dele- 
gates, but even in our disagreement 
we are prompt to report that the de- 
liberations of the House are carried 
on with decorum and parliamentary 
exactitude. A few of the papers pre- 
sented before the sessions sound as if 
they might have been written the day 
before. An occasional table clinic may 
have a bit too much of the side-show 
barker. There are some scientific ex- 
hibits that seemed to be more con- 
cerned with aggrandizing an institu- 
tion or a person than with imparting 
important dental knowledge. These 
carpings are, however, all in a minor 
key. The Washington ADA meeting 
was a model of skillful planning and 
exact performance. Too bad that 
Washington generally isn’t like that! 
—E. J. R. 
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See second cover D.D.12 


Untversat DENTAL Co. 
48TH AT Brown St., PHILADELPHIA 39, Pa. 


Please send information concerning the 
Five-Phase co-ordinate size system. 


Dr. 
Address 
City 


See page 530 


Wituiams Rerininc Co., Inc. 
(Dept. 4) 
2978 Malin St., Burrato 14, N.Y. 


Please send information concerning your 
products. 


D.D.12 


Dr. 
Address 
City 


See page 531 


Cook-WalITE LABORATORIES 
1450 Broapway, New York, N.Y. 


. Please send us information on Novocain- 
Pontocaine-Levophed. 


Dr. 
Address 
City 


See page 533 D.D.12 


Tue S. S. Waite DentTAt Mee. Co. 
211 S. 12TH Sr., 5, Pa. 


Please send information concerning your 
products. 


Dr. 
Address 
City 


See page 534 


Cuas, Prizer & Co., Inc. 
BROOKLYN 6, N.Y. 


D.D.12 


Will welcome detailed information con- 
cerning your products. 


Dr. 


Address 


City 


See page 536 


THe Cotumsus DENTAL Mec. Co. 
CoLumsus 6, OHIO 


D.D.12 


Please send information concerning your 
products. 


ANNOUNCES THE NEW 


SPEED-CLAVE 


(Pressure Steam) 


High Speed— 
Low Cost Autoclave 


AN IMPORTANT ADVANCE IN STERILIZING SAFETY 


Here at last is the autoclave for every office—the Castle “777” Speed- 
Clave. It’s faster than boiling, easier than boiling, safer than boiling, and 
cheaper than boiling. The security of 100% sterilization—which only an 
autoclave can give—now becomes practicable for every office in’ this 
compact, fast, inexpensive, automatic autoclave. 


High Speed 


The Speed-Clave reaches the spore- 
killing temperature (253°F., 161% 
lbs.) from a warm start in 3 minutes. 
Instruments are then 100% sterile in 
10 minutes (6 minutes at 260°F., 
20 lbs.). Compare this with the time 
required to start a boiler, with at least 
10 minutes more to kill only common 
bacteria, not spores. 


Low Cost 


Complete safety in every office is 
now possible at no higher price than 
a modern cabinet model boiling steri- 
lizer. What’s morte, the Speed-Clave 
provides economical sterilization. You 
can buy unsterile dressings (about a 
40% saving), and instrument replace- 
ment is reduced—less dulling, rusting, 
and corrosion of instruments. 


100% Safety For ALL Materials 


Instruments 
Syringes and Needles 


Gloves and Rubber Materials 
Cotton and Absorbent Goods 


See your Castle dealer or write: Wilmot Castle Co., 1109 University 


Ave., Rochester 7, N. Y. 


LIGHTS and STERILIZERS 


See pages 564-65 D.D.12 
THE J. M. Ney Co. 


Hartrorp 1, Conn. 


Please send information concerning your 
products. 


Dr. 


See page 566 D.D.12 


TICONIUM 
413 N. Peart St., AtBAny 1, N.Y. 


Please send name of the Ticonium Lab- 
oratory nearest to me. 


Dr. 
Address 
City 


See page 568-69 D.D.12 


H. D. Justi & Son, Inc. 
32np & SpriING GARDEN Sts., PHILADELPHIA 


Please send information concerning your 
products. 


Dr 
Address 
City 


See page 570 
Tue Hycrentc Dentat Mere. Co. 
Akron 8, OHIO 


Please send information concerning Hy- 
gienic products. 
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Ductility for a 
perfect fit 
Tenacity to hold fast 


Durability to stand 
a child’s habits 


Applied in one chair 
time 

Will not tarnish 
Tissue-tolerant 

53 units insure accurate 
fit 

Fewer exposures and 
abscesses 


Lower cost but better 
results 


@ Because they are made of Tru-Chrome, Tru-Form 
Deciduous Crowns are strong enough to resist any hard substance 
a child may try to bite. Thus it is possible to restore perfect occlu- 
sion in any normal case. The operating technics are fast and 
simple. Failures so common in older methods of treatment are 
largely eliminated with these Crowns. There are sizes and shapes 
for all deciduous teeth and first permanent molars. 


Crowns, 30c apiece. Introductory assortment of 100 in perma- 
nent plastic box, 30.00. Box alone, $1.50. Space Maintainers, 


75c¢ dozen (6 sizes). 


Please Order From Your Dealer 


. Folder describing the restoration and space 
‘Pree on RK * maintaining technics, with chart of sizes. 


P.O. BOX 1887 


ucts co. 


DENVER 1, COLO. 


See page 570 D.D.12 
Younc Dentat Mec. Co. 
St. Louts 8, Mo. 


Without any obligation send us one of 


See page 571 D.D.12 
INTERSTATE DENTAL Co., INC. 


New York 18, N.Y. 
Please send SAMPLE Stick of KWIK- 


your BS POLISHERS—ABSOLUTELY | sRFAl. 
FREE. 

Dr. 
Dr. 
ress 
City 


See page 570 D.D.12 
Tue W. V-B Ames Co. 
FREMONT, OHIO 

Please send information concerning Ames 
Cements. 
Dr. 
Address 


City. 


DECEMBER 195] 


See pages 572-73 


AUSTENAL LABORATORIES 

5932 WentworTH AvE., Cuicaco, ILL. 
Please send name of nearest Vitallium 

laboratory. 


Dr. 
Address 
City 


D.D.12 


See page 573 D.D.12 


Harry J. Boswortu Co. 
216 W. Jackson Btivp., Cuicaco 6, ILL. 


Will welcome 
your products. 


information concerning 


See page 574 D.D.12 
Witmot Caste Co. 


1109 University Ave., Rocuester 7, N.Y. 


Please send information concerning the 


“777” SPEED-CLAVE. 


See page 575 D.D.12 


Rocky Mountain METAL Propucts Co. 
P.O. Box 1887, Denver 1, Coto. 


Send FREE folder describing the restora- 
tion and space maintaining technics, with 
chart of sizes. 

Dr. 
Address 


City 


See page 576 D.D.12 


LuxeENE, INc. 
118 East 25TH St., New York, N.Y. 


Please 


send information concerning 
LUXENE 44. 
Dr. 
Address 
City 
See third cover D.D.12 


Craupius AsH Sons & Co., Inc. 
127 Cott Str., Irvincton 11, N.J. 


Please send information concerning your 
products. 


Dr. 


Address 


City 


See back cover D.D.12 


THE Dentists’ Suppty Co. 
220 W. 42np St., New York City 


Please send me information about Tru- 
byte Bioform Teeth and Trubyte. Dentron 
Teeth. 

Dr. 


City 


575 


Permanent Restorations ‘of Childr en’s 
1s 
pe 
an 
ve 
a 
= 
— 
£ 
12 
ly- 
Ge 
| 
ST 


S U R E 0 cto your professional 


skill, knowledge and experience are the first essentials for satis- 
factory dentures for your patients. But, to be SURE, as sure as 
you can be, that your work will not be spoiled by denture break- 


age, prescribe Luxene 44 for your cases. You see, Luxene 44 is 


a Vinylite* plastic, 2 to 3 times stronger and tougher than acrylic 


plastic. You can use it even for delicate partials. And chances 
are that in full cases, your experience with Luxene 44 will be the 
same as so many dentists who have had no breakage whatever 


since they have been using it. 


The Vinylite Denture Material 


PRESSURE CAST FIT AND LAST 


*Registered Trade Mark 


BINDERS 


available for immediate delivery. 
Each holds a complete volume. 


Price, $3.00, Postpaid 


(50c extra postage for shipment to other countries) 
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For over 130 years dentists the world over have 
enjoyed the fine performance of Ash Products. Today, 
they recognize Ash Burs as the sharpest, smoothest- 
running and most durable Burs on the market. 

And the reason for this high degree of professional 
acceptance lies in the way Ash Burs are made. Manu- 
factured in the largest, most scientifically operated 
bur plant in the world, Ash Burs are made from the finest 
grade of tungsten steel— and by the most skilled 
craftsmen available. 

Ash Burs are made in a wide variety of sizes — 
Regular, Miniature and Tapered Shank. Protected ina 
handy, plastic pack, Ash Burs always arrive in perfect 
condition. 

Order a supply of famous Ash Burs from your dealer 
today. Your skill deserves the finest! 


ONE OF THE AMALGAMATED DENTAL GROUP OF COMPANIES 
127-131 Coit Street Irvington 11, N. J. 


IGEST 


When Trubyte Acrylic Teeth were introduced, we 
promised to continue our study. of the plastics. We 
hoped then that we would be able eventually to 
improve the acrylic resins or develop a better 


product for manufacturing plastic artificial teeth. 


WE KEPT THAT PROMISE... 


In innumerable mouth tests, Trubyte Dentron 
Teeth have proved to be the most satisfactory 


plastic teeth that have yet been made. 


More resistant to abrasion and wear. 


1 
2. Hard —will not stretch or “flow.” 

3. Form an excellent union with denture materials. 
4 


Will not craze from the common use of solvents, or from the usual contact with 
eugenol paste materials and acrylic monomers. 


5. Immune to mouth fluids. Not attacked by medicines or alcoholic liquors. 


§. Dense and smooth. Easy to keep clean. 


], Withstand processing temperatures without distortion or deterioration. They can 
be ‘brush flamed”’ safely. 


§ Can be safely reprocessed. 
§, Fluorescent. 


10, Available in the popular Trubyte New Hue Forms and Trubyte New Hue Shades. 


‘Ly Gi Chie of popular forms and shades in porcelain and plastic teeth... 


® TEETH— 
TRUBYTE NEW HUE®TEETH- TRUBYTE Devtrov® TE 


the most popular teeth in the world. the plastic teeth with the 10 advantages. 


THE DENTISTS’ SUPPLY. COMPANY OF NEW YORA 
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